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ANCER of the small bowel is not common, but 

there are an increasing number of cases be- 
ing reported, and with a careful clinical examina- 
tion and radiologic study the diagnosis can be 
made more accurately. In an excellent mono- 
eraph by Chester M. Jones (Jones, C. M. Digestive 
Tract Pain, New York, Macmillan Co., 1938), the 
location of pain has been studied and the refer- 
ence from the gastro-intestinal tract to certain 
areas on the skin has been fairly accurately mapped 
out. 

There are four types of malignancy of the small 
intestine, three of cancer and one of sarcoma. 
There occurs occasionally a myoma of the small 
intestines which histologically may be benign but 
which frequently causes severe hemorrhages and 
clinically in this respect it may be malignant, as 
not infrequently the hemorrhages may be so 
marked and frequent as to cause death. O. N. 
Smith has collected a series of 109 myomas of the 
small intestines from the literature and he has 
found that three deaths have occurred in this 
series of cases from intestinal obstruction and in 
22 there were severe hemorrhages. Only 6 of these 
22 patients were saved by surgical intervention. 
In 15 other cases not included in Smith’s article 
prominent symptoms were hemorrhage in 10, head- 
ache in 5, perforation with general peritonitis in 
3, and intussusception in 1. This tumor, then, may 
be well considered malignant from a clinical stand- 
point. The hemorrhage may frequently form a 
hollow mass of the myoma, which may perforate 
and cause death. 

Cancers of the jejunum most frequently occur 
in the upper part of the jejunum just below the 
ligament of Treitz. They are of the usual adeno- 
carcinomatous structure, but frequently tend to 
contract and cause obstruction as cancers in the 
left colon do. They are often ulcerative. 

Patients in the fifth and sixth decades are most 
subject to carcinoma of the small bowel, and it oc- 
curs more frequently in males than in females, 
which agrees with the figures of carcinoma in oth- 
er portions of the gastro-intestinal tract. The can- 
cer may be of the stenosing type, infiltrating and 
ulcerating, polypoid, or the fungous type. Adeno- 
carcinoma of the usual structure is the most com- 
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mon, but the scirrhous or colloid type is occasion- 
ally, though rarely, found. 

In the lower portion of the small intestine there 
is more of a tendency for the carcinoma to assume 
the scirrhous or napkin-ring type than when the 
carcinoma is higher up, though there are many 
exceptions to this rule. 

Carcinoma of the duodenum has metastases in 
only about 20 to 30 per cent of the cases, and in 
the lower small intestine metastasis is usually ear- 
lier and more distant. In the upper jejunum, how- 
ever, the metastasis occupies the midline between 
these two extremes. 

In the duodenum cancer may be oe the polypoid 
type and not infrequently arises from the ampulla 
of Vater so that it is difficult to say whether it is 
an actual tumor of the duodenum or of the end 
of the bile duct. Cases have been reported in which 
@ supposedly malignant tumor was found to be an 
adenomyosis of the pyloric muscle with ectopic 
Brunner’s glands. Maitland-Jones reports such a 
case in a girl ten years of age. Grossly the neo- 
plasm resembled cancer, but microscopically it 
showed the general structure of Brunner’s glands 
and did not appear to be malignant. The symp- 
toms of cancer of the duodenum depend largely 
upon the point of origin. If it involves the tissues 
around the ampulla of Vater, jaundice is one of 
the earliest symptoms. A marked loss of weight 
and strength is a rather striking symptom of can- 
cer of the duodenum. The onset of pain is mark- 
ed, being dull or acute with epigastric colic. There 
is almost always occult blood in the stool which 
would serve to differentiate this tumor from com- 
mon duct stone. The pain is rather periodic in 
character, aggravated by food, but relieved by vom- 
iting and not relieved by alkalies. When the tu- 
mor is marked symptoms of obstruction with vom- 
iting and pain may occur. The jaundice in duo- 
denal carcinoma is usually progressive, but tends 
to be remittent, probably due to ulceration and 
sloughing away of some of the obstructing tissue 
in the ampullary region and to transitory relief of 
the local edema and pressure. 

With the papillary fungating type which occurs 
not infrequently in the duodenum, which is part 
of the foregut, the growth may be so large as to 
block the duodenum. There is then constant vom- 
iting of very copious material. Constipation is the 
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rule because of inanition as well as intestinal ob- 
struction, and fever occurs in jaundiced cases oc- 
casionally’ with chills: and sweats: There may. be 
suppurative cholangitis if the infection travels up 
the ducts. Naturally, if the growth produces ob- 
struction between the ampulla and the pylorus, 
the vomited material does not contain. bile. Around 
the ampulla there is marked jaundice, and in the 
distal part of the duodenum there may be no jaun- 
dice but the vomitus contains bile and: pancreatic 
juice. A palpable mass may be noticed in the epi- 
gastrium, though this is usually in the late stages. 
In about half of the cases reported of cancer of 
the duodenum it has been noted that the mass is 
usually firm and fixed, and may be tender with 
muscle spasm. The stomach may be dilated, but 
there is no distention of the lower bowel. Ascites 
is occasionally present in the terminal stages, and 
the characteristic gastro-duodenal succussion 
splash may be found in obstruction of the lower 
duodenum and particularly when there is obstruc- 
tion at the ligament of Treitz. 

In cancer just below the pylorus, the clinical 
picture of duodenal ulcer may be simulated, with 
hunger pains, relieved by food, and frequently 
symptoms of hemorrhage. In this group of cases 
the lesion can often be visualized with x-ray ex- 
amination, but when the growth is farther down 
in the duodenum it is not so well brought out by 
X-ray examination. 

Occasionally cancer of the duodenum is sup- 
posed to arise from a duodenal ulcer, but with the 
very great rarity of cancer in this region and the 
common occurrence of duodenal ulcer, it would 
seem that the association is more casual than 
causative. 

With obstruction high in the small intestine, 
or in the upper jejunum, the pylorus becomes 
afunctional and dilated, so that this landmark is 
lost and it makes the demonstration of a filling 
defect or the location of the growth more difficult. 
Even when the filling defect is demonstrated in 
the mid-duodenum it is occasionally mistaken for 
an extrinsic tumor, particularly of the pancreas. 

The symptoms of cancer of the jejunum and 
of the ileum depend almost entirely upon obstruc- 
tion or bleeding. The obstruction is usually direct- 
ly from the tumor, but may be caused by the kink- 
ing or sometimes by intussussception produced by 
the malignant growths. One of the first signs of 
cancer in the small bowel may be a slowly devel- 
oping anemia, such as occurs in cancer of the 
right colon. This may resemble pernicious anemia, 
but it does not respond to the therapeutic test of 
the administration of liver products. Unexplained 
secondary anemia should require a thorough study 
of the gastro-intestinal tract, and particularly of 
the small bowel and the right colon. 

Obstruction high in the jejunum and the duo- 
denum produces no abdominal distention, and 
certainly none in the lower abdomen, but vomiting 
will be quite constant, and will frequently show a 
marked peristalsis or a reversed peristalsis. 
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When the patient presents himself for examina- 
tion he is usually so thin that a tumor may be 
depalpated. 

Carcinoma of the upper jejunum just below the 
ligament of Treitz is sometimes difficult of access. 
In a patient of mine, Mr. H. K. W., male, age 59 
years, there was a complaint of indigestion for six 
months before admission, at first as a sense of full- 
ness, and later becoming more pronounced, being 
worse about an hour after meals. The patient lost 
about 16 pounds: in. weight. For: three weeks before 
admission there had been nausea and vomiting, 
but.no bleeding. There was no actual pain. X-ray 
showed obstruction apparently just below the liga- 
ment of Treitz, and a. diagnosis of cancer of! the 
upper jejunum was made partly from the history 
of the case and vartly from the x-ray examination. 
Operation was done April 12, 1939. The tumor was 
somewhat adherent. The dissection was made 
largely with the electric cautery, and after resec- 
tion an end-to-end union by suture was made with 
some difficulty. A rubber tube was temporarily 
sutured into the anastomosis so the tissues could 
be folded in satisfactorily. He made a satisfactory 
recovery, and when last heard from was in excel- 
lent condition. 

Another interesting case was that reported by 
George R. Moffitt, of Harrisburg, Pa. The patient 
was a woman 53 years of age. The pain came on 
after eating, and was especially marked after eat- 
ing fried foods. There was a feeling of a lump in 
the abdomen during the attacks of pain. No mass 
was palpated. X-ray examination showed obstruc- 
tion of the jejunum, A segment of the jejunum 
was resected, and an end-to-end union was made. 
The patient made a satisfactory recovery. The 
growth was a malignant type of adenocarcinoma; 
this was in the upper part of the jejunum, well 
below the ligament of Treitz: 


CARCINOID TUMORS 

An extremely interesting type of cancer is-car- 
cinoid. This was first recognized as a tumor of 
the appendix and was called at first cancer of the 
appendix, appearing as an orange yellow tumor 
near the tip of the appendix. In 1914 Gosset and 
Masson demonstrated cells about the appendix and 
at the small bowel that they called argentaffin 
cells because they contained granules which would 
reduce silver compound. These cells are distribut- 
ed throughout the intestinal tract of man and 
many of the higher vertebrates, but are most fre- 
quently found about the cecum and the appendix. 
The function of these cells has not been deter- 
mined, and their exact origin is thought by Raiford 
probably to be from the ectoderm. They are very 
similar to cells of the adrenal gland both in color 
and form. They are sometimes arranged in rosettes 
which would also seem to link them to neuroblas- 
toma. The function of these cells is unknown 
They are supposed to: secrete some endocrine-like 
substance called “neucocrine’”’, but this. has not 
been demonstrated. They are also thought’ to se- 
crete something similar to cells of the adrena! 
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medulla. Masson believes that these cells migrate 
to the nerves of the submucous plexus and. prolifer- 
ate, but Raiford thinks they produce a perineural 
and:not.an intraneural growth which seems to sig- 
nify a secondary arrangement along the nerve 
sheath. According to Raiford, carcinoids appar- 
ently arise from normal argentaffin cells without 
the necessity of the intermediary process of neuro- 
mata. These tumors are usually benign,.but many 
instances have been reported in which they become 
malignant and metastasize into the liver or into 
the mesentery. A few cases have been found in 
which metastases were in the lungs and pleura. In 
25 carcinoids of the gastro-intestinal tract collect- 
ed by Raiford at Johns Hopkins Hospital, 9 were 
in the small intestine,.17 were in the appendix, and 
2.were in the large bowel and 1 in the stomach. It 
would be seen, then, that the incidence of chese 
tumors is more frequently around the distribution 
of the argentaffin cells which are chiefly in the 
appendix, the cecum and the lower portion of the 
small intestine. 

In a carefully done necropsy these tumors are 
frequently found in the small intestine. They may 
be overlooked unless great. care is taken to demon- 
strate them, 

‘Dr. Louisa E. Keasbey, the pathologist of the Lan- 
caster General Hospital, Lancaster, Pa., has been 
able to find them in a large proportion of ne- 
cropsies done in middle aged or old men. 

Another unusual feature about carcinoids is 
that histologically the malignant type is apparent- 
ly exactly like the benign type, so that microscopic 
examination cannot differentiate between the be- 
nign and the malignant tumors. There are a good 
many malignant carcinoids, but doubtless they 
form only a small proportion of the total incidence 
of carcinoids, a great majority of which are benign. 


MELANOMA 

‘An extremely unusual type of cancer of the small 
bowel is the melanoma. Until a few years ago a 
primary melanoma of the small intestines was un- 
known, though instances of metastatic melanomas 
of the small bowel can be found. Frank R. Menne 
and J. A. P. Beeman reported a case of what ap- 
pears to be a primary melanoma of the small in- 
testine. They give seven authors by whom authen- 
ticated instances of primary melanoma of the small 
intestine have ben reported: Trevis, quoted by Lib- 
man; Vander Veer; Kellert; Cox and Sloane; Per- 
itz; and Lund. 

A rare case of secondary melanoma of the small 
intestine was reported by S. W. Budd and H. C. 
Jones. The patient was a woman, 31 years of age, 
who had a large mole on her back and a small 
mole on the left arm, treated with radium and the 
electric needle. The moles disappeared but the 
pigmented sears remained. A little over two years 
after this the patient had symptoms of obstruction 
and was operated upon by Dr. Jones, who found 
an intussusception involving the head of: the cecum. 
The mass of intestine was removed and a peduncu- 
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lated tumor about 18 inches above the ileo-cecal 
valve was found. It was soft and freely movable, 
and on the peritoneal surface there was a slight 
dimpling. The tumor was about the size of a ban- 
tam egg. The patient recovered satisfactorily, but 
a few months later had similar symptoms and was 
again operated upon. The melanoma was found 
12 inches above the ileo-cecal valve. Examination 
of the ileum showed ten or more small growths, 
the largest one about 3 inches above the ileo-cecal 
valve. There seemed to be no involvement of the 
mesentery or the liver, nor any recurrence in the 
scar of the previous operation. The patient died a 
few months after the last operation. The tumors 
removed at both operations were black, soft and 
friable. Microscopic examination showed that they 
sprang from the submucosa and pushed the mu- 
cosa into the lumen. The mucosa was thin and 
ulcerated. It did not involve the muscular coats. 
The cells were heavily pigmented and were ar- 
ranged in groups. The growths were melanomata 
of the small intestine apparently secondary to the 
malignant moles of the skin. 

The method of metastasis in this case is inter- 
esting. It would seem probable that the metas- 
tases occurred from individual cells which neces- 
sarily must pass through the lungs and were not 
large enough to cause pulmonary emboli. The mu- 
cosa of the small intestine seems to have a certain 
attraction for these cells. 

SARCOMA 

Sarcoma of the small bowel is far more usual 
than carcinoma of the small bowel, and is found 
more frequently in the small than in the large 
bowel. They may be lymphosarcoma, or lympho- 
sarcoblastoma, The latter is more common, and is 
found more frequently in the lower small bowel, 
probably because of the abundant lymphatic tissue, 
as Peyer’s patches. It develops from the lymph 
nodes. This lymphosarcoma or lymphoblastoma 
may be found not infrequently in children. It does 
not metastasize as readily as spindle-cell sarcoma 
or carcinoma, but when they do metastasize they 
usually go to adjacent lymph nodes and follow no 
set course beyond that. The clinical diagnosis is 
difficult to make. Frequently these tumors are 
found when operating for a supposed peptic ulcer 
or a diseased. appendix. 

Usually the first symptom is a discovery of a 
mass or the growth in the abdomen, and the loca- 
tion of the pain, according to Chester Jones, may 
form some clue as to the site of the tumor, the 
location being frequently around the , umbilicus. 
Fever often. occurs even when there is no ulcer- 
ation, and secondary anemia is common. The 
younger the individual the greater the chances of 
sarcoma, and a rapidly growing intestinal tumor 
in a child, together with cachexia and loss of 
weight and strength, may be presumptive evidence 
of sarcoma, particularly if the growth can be lo- 
cated in the small bowel. 

If an early operation is done, recovery may be 
expected. 
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CANCER OF THE LARGE BOWEL 


During 1936 the deaths in the United States from 
cancer of the gastro-intestinal tract, including the 
anus, liver and pancreas, were 68,239. Of these, 
15,364 deaths were caused by cancer of the intes- 
tines and another 7,325 by cancer of the rectum 
and anus. These figures must serve to impress up- 
on us the seriousness of the cancer problem and 
to emphasize the necessity of reducing the death 
rate from this scourge. As in cancer of the stom- 
ach, however, the only treatment for cancer of the 
large bowel is surgical excision. To be sure, in the 
anus and rectum irradiation either by radium or 
x-ray is often helpful and in a few cases is ap- 
parently curative. However, some radiologists, 
such as Max Cutler, believe that the treatment of 
cancer of the rectum and anus should be primar- 
ily surgical and irradiation should be reserved for 
inoperable cases or as an adjuvant to surgery. In 
some instances radon implants in cancer of the 
lower rectum in connection with x-ray treatment 
and followed later by excision, unless the growth 
seems to improve very promptly, might be indicat- 
ed. Above the lower rectum, in the terminal sig- 
moid and in the colon, excision is the only reli- 
able treatment. 


As for the diagnosis, it is important that every 
patient with secondary anemia, with indigestion, 
with irregularity of the bowel habits, or symptoms 
of obstruction or of passage of blood, mucus or pus 
from the bowel should be investigated carefully. 
Cancer of the lower rectum can be diagnosed in a 
large percentage of cases by digital examination 
with a glove; by using a glove at least a half-inch 
more of the rectum can be explored than by using 
a finger cot. A proctoscopic examination is also 
essential and will reveal growths in the terminal 
sigmoid. A large percentage of malignant growths 
in the large bowel spring from polyps or apparent- 
ly benign tumors, or from old chronic ulceration. 
This has been verified by proctologists who have 
actually observed polyps that are apparently be- 
nign and later undergo malignant degeneration. 
Not infrequently, too, the growth that appears to 
be benign will show distinctly cancerous tissue in 
some portion. 


The symptoms of cancer of the right colon are 
often different from the symptoms of cancer of 
the left colon. In the right side the absorption of 
fluid is rapid, whereas in the left colon the func- 
tion is chiefly that of a reservoir. A fungating 
mass which is necrotic and produces readily ab- 
sorbable toxic products in the right colon will of- 
ten cause an anemia difficult to distinguish from 
a pernicious anemia. In any anemia whose cause 
is not obvious the gastro-intestinal tract should be 
well examined. Slow bleeding from a peptic ulcer 
or from a polyp in the stomach or duodenum, or 
an ulcer or cancer in the right colon, has been so 
frequently found among the causes of anemia that 
lesions in these regions should never be over- 
looked when pronounced anemia occurs, particu- 
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larly in an individual over thirty-five years of age. 

In the left side of the bowel frequently obstruc- 
tion from the usual cancerous stenosis is the first 
symptom, but before that is evident the patient 
may often complain of an excessive amount of gas, 
a rumbling, and some tympanitis and distention. 
I have seen cases of the “napkin-ring” type of ob- 
struction on the right side, and a papillomatous 
type of carcinoma that bleeds freely and is soft 
may be found in the left colon. These occurrences, 
however, are not: sufficiently frequent to make 
them the rule instead of the exception. It is doubt- 
less more common to find a fungous or ulcerative 
type of carcinoma in the left colon than a “napkin- 
ring” cancer in the right, so that no rule of thumb 
is satisfactory in these cases. 

When a lesion of the large bowel is suspected 
and the rectum and lower sigmoid have been shown 
by digital and proctoscopic examinations to be free 
from cancer, a careful x-ray examination should 
be made. Such examinations should be made by a 
roentgenologist who is trained in gastro-intestinal 
work. Not infrequently we may be able to secure 
a satisfactory demonstration of foreign bodies or 
fractures from a roentgenologist who has not had 
sufficient training in gastro-intestinal diagnosis 
to make his opinion in this latter field reliable. 
The roentgenologic diagnosis of the terminal sig- 
moid is particularly difficult because of the loops 
of bowel that overlap this region and may make a 
filling defect here inconspicuous. In suspected le- 
sions of the large bowel when obstruction may be 
impending, a barium enema should be the first 
method of x-ray examination. If no obstruction 
occurs, then the gastro-intestinal x-ray from the 
stomach may be utilized. 

DISCUSSION AND COMMENT 

To sum up the situation, we may say that any 
patient, particularly a man, with an unexplained 
anemia or a change of his bowel habits from being 
regular to occasional constipation, and this fre- 
quently succeeded by a slight diarrhea, or by 
straining at stool with unproductive bowel move- 
ments and the passage of merely a little mucus and 
pus, should immediately be considered a suspect 
for a malignant lesion in the large bowel. Natural- 
ly the ordinary colitis or an ulcerative colitis should 
be differentiated, but it must be recalled that many 
cases of cancer follow ulcerations of the colon, and 
the fact that the patient may have suffered from 
this condition for some time should not blind us 
to the possibility of malignancy. Of course, when 
the ulcer is large or the necrosis extensive, local 
peritonitis and tenderness and often a palpable 
mass in this region will occur. This does not neces- 
sarily mean, however, that the cancer itself has 
involved the peritoneal coat, but that the inflam- 
mation has caused peritonitis and pain. 

In suspected lesions of the colon if there is any 
indication of obstruction there should be no barium 
meal given by the stomach, because it may in- 
crease the tendency to obstruction, but roentgen- 
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ologic observation of a barium enema should be 
relied upon. 

As for the treatment, with the exception of can- 
cer in the lower rectum or anus where irradiation 
in the form of radium implants or x-ray may be 
helpful or occasionally curative, the generally ac- 
cepted treatment is excision of the growth. Even 
in the lower rectum and anus, surgical excision 
with the electric cautery preceded often by some 
form of irradiation gives the best chance of cure. 

The operative treatment must be adapted to the 
physiologic function of the colon, which varies from 
one side to the other, as has already been indi- 
cated, and also to the nature of the lesion and the 
condition of the patient. These patients are usual- 
ly in middle or old age, and as a rule they have 
been suffering from the disease for many months 
and sometimes for several years. They are often 
poor surgical risks, with impaired kidneys, dis- 
turbed nutrition, and not infrequently with car- 
diovascular disease. 

All of these angles must be considered, and it is 
better to be over-cautious in the preliminary prep- 
aration in order that a more radical operation 
may be done if found necessary, than to have the 
patient in such a condition that when the opera- 
tion appears to be much more dangerous than had 
been anticipated there is but little background of 


resistance. If the growth is -on the right side, 


preparation for a few days with salt solution en- 
emas and with a low residue diet, an abundance 
of fluids, fruit; juices, carbohydrates, especially 
candy, is advisable. It is unwise, however, to limit 
the diet too strictly, because what is gained by de- 
creasing the residue in the large bowel may be more 
than offset by failing to maintain the patient’s 


‘nutrition by a well-balanced diet. The patient 


should have an abundance of fluids, preferably by 
mouth, but reinforced if necessary by intravenous 
injections of 5 per cent dextrose in Ringer’s solu- 
tion. Intravenous fluids should be given cautious- 
ly because these patients frequently have some car- 
diovascular disease and an additional sudden strain 
in the volume of the blood may be serious. It 
would be best to give intravenous fluids slowly, at 
a rate of not more than 100 c.c. an hour for about 


‘ten or fifteen hours at a time. If this tends to 


elevate the blood pressure materially it should be 
abandoned, and resort had to hypodermoclysis, as- 
suming, of course, that the patient is not absorb- 
ing a sufficient amount of fluid by mouth. It must 
be recalled that in lesions of the right colon which 
we are now considering, the portion of the bowel 
whose chief function is absorption of fluids is 
partly out of commission and must often be rein- 
forced by parenteral methods. Occasionally a 
transfusion of blood may be indicated, though, un- 
less the hemoglobin is below 60 per cent, it would 
be better to reserve transfusion of blood until af- 
ter the operation, when the patient may have mild 
shock and’ when the condition of the dilated blood 
vessels is such that they will take up the additional 
fluid without the strain that would occur’ before 
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operation. At any rate, a donor should always be 
matched and in readiness for use after the opera- 
tion. 


The question of anesthesia is one to be seriously 
considered. In operation upon the right colon 
spinal anesthesia may be used, though the anes- 
‘thesia zone must extend up to the costal margin 
in order to be effective. Not infrequently this is 
a dangerous procedure in these patients, and the 
combination of local anesthetic and ethylene gas 
is often satisfactory. If the patient is given a hy- 
podermic injection of a combination of morphine, 
hyoscin and cactin, what is known as a No. 1 tab- 
let, the operation may often be done with a local 
anesthetic. 


In cancer of the right colon it may be difficult 
to decide before opening the abdomen whether the 
operation should be completed in one stage or in 
two stages. It would be best to make the incision 
along the inner portion of the right rectus muscle, 
having it as long as necessary to produce full ex- 
posure. If the growth in the colon is large and if 
the mesentery is short, a two-stage procedure is 
preferable. Coprostasis is provided by small rub- 
ber bands passed through the mesentery of the 
bowel several inches distant from the proposed 
point of incision in the bowel. The ileum is divid- 
ed about 8 or 10 inches from its termination with 
the electric cautery between two clamps, and both 
ends are thoroughly seared. The lower end is 
closed with inverting sutures. The upper end is 
brought to the under surface of the transverse 
colon near the midline, after lifting up the omen- 
tum. A pouch of the transverse colon just beneath 
the omentum is caught by two forceps about '% inch 
apart, drawn out strongly, and the base of the 
pouch is clamped with a Kelly pedicle forceps. The 
pouch is cut away with the electric cautery, thor- 
oughly charring the bowel in the grasp of the ped- 
icle forceps. A running basting stitch of silk or 
linen is placed between the under side of the stump 
of the ileum and the colon just below the clamp. 
A similar suture is placed between the upper sur- 
face of the stump of the ileum and the colon just 
above the pedicle clamp. These sutures are drawn 
taut while the clamps on both the ileum and the 
colon are removed. The ends of the sutures on 
each side are tied together. This line of sutures 
is reinforced by a series of mattress sutures of fine 
chromic catgut whose long ends are passed 
through the adjacent omentum for additional saf- 
ety. About ten days or two weeks later the cecum 
and right colon are dissected free and the trans- 
verse colon near the anastomosis is divided with 
the cautery between two forceps and the end in- 
verted. 

In such cases it is impossible to reduce the bac- 
terial contents of the bowel by making an enter- 
ostomy, and this type of so-called aseptic anasto- 
mosis gives the best results. 


If the mesentery of the ascending colon is long 
and the growth is not extensive, the right colon 


e. 

st 

nt 

S, 

n. 

1S 
ft 

Ss, 

re 

l- 


324 


can be excised at the same time that the ileo- 
colonic anastomosis is made. 

Cancer of the transverse or left colon and down 
into the upper portion of the rectum should always 
be removed in three stages. This has been describ- 
ed before, the first stage being a cecostomy on the 
right side through a muscle-splitting incision 
bringing up the cecum and ascending colon onto 
the abdominal wall and usually removing the ap- 
pendix. A glass rod is placed beneath the ascend- 
ing colon just above the ileo-cecal valve, the bowel 
is packed off with dry gauze, and a catheter is in- 
serted. The cecum is opened after one or two 
days. 

No effort is made to explore the abdomen at 
first. Three days after the enterostomy is done 
the colon is irrigated with an abundant amount of 
warm salt solution twice a day, both from the en- 
terostomy wound and from the rectum. This makes 
a minimum time between the enterostomy and the 
resection about ten days or two weeks. Often the 
patient has a diarrhea for a while, and it may be 
wise to stretch this period between colostomy and 
resection over a longer period. 

The resection should preferably be done with an 
end-to-end union, somewhat as in the small bow- 
el, because the bacterial flora have been reduced 
by the colostomy and the irregular surfaces of the 
colon can be united from within far more accurate- 
ly than by the blinder so-called aseptic method. 
‘Over the inner row of continuous silk or linen su- 
tures, an external row of interrupted mattress su- 
tures of fine chromic catgut is placed and the ends 
are passed through adjacent peritoneal covered 
fat. If the tumor is large or if the patient is very 
fat, a modified Mikulicz operation is advisable, 
preparing the bowel as though an end-to-end union 
were to be made, clamping, dividing and tying the 
mesentery in sections and bringing the whole af- 
fected loop up onto the abdominal wall. The two 
limbs of the affected loop are sutured together, 
and frequently drainage may be placed down to 
the stumps of the mesentery. Each end of the loop 
is doubly clamped and divided with the electric 
cautery. The drainage is removed in two or three 
days, but as there is already a colostomy there is 
no occasion for removing the clamps from the ends 
of the bowel until they drop off. Then the spur 
is crushed as usual. 
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In the lower sigmoid or upper rectum an end-to- 
end union can often be made, whereas formerly a 
permanent artificial anus was established. In this 
union, after resecting the lower sigmoid and upper 
rectum, two guy sutures are placed through the 
posterior border of each stump and are tied down 
as the stumps are approximated. Then the pos- 
terior portions of each stump are sutured together, 
the suture is carried anteriorly, and this row is 
covered with mattress sutures. 

Lower down in the rectum a complete excision 
must be done, establishing a permanent artificial 
anus. Here spinal anesthesia affords more relaxa- 
tion and is preferable. By giving continuous in- 
travenous dextrose in Ringer’s solution, and by 
having a donor ready, the excision of the rectum 
can be completed in one stage, first severing the 
lower sigmoid and bringing the upper stump out 
through a stab wound on the left side, closing the 
lower stump and shoving it down, suturing the peri- 
toneum over it, and closing the abdominal wound. 
Then with the patient in the lateral or dorsal po- 
sition, the lower rectum is excised from below. 

Often in these operations the use of the cautery 
is helpful. If the bowel is fairly well fixed to the 
side of the abdomen, as in the middle sigmoid, a 
division of the adhesions with the hot electric cau- 
tery may convert what seems to be an inoperable 
condition into one in which the bowel can be re- 
sected. This is particularly true around the splenic 
flexure. 

We place Steinberg’s coli-bactragen into the peri- 
toneal cavity at the completion of the operation, 
to prevent peritonitis. 


CONCLUSIONS 

The great desideratum in cancer of the large 
bowel is to make an early diagnosis and do an 
early resection; but when the cancer is advanced, 
a condition that appears to be inoperable may, by 
measures which have been described, be converted 
into one that is operable, giving relief and occa- 
sionally cure. It is better to apply radical meas- 
ures to an early cancer of the bowel, with the 
greater assurance of cure, than to attempt .a too 
limited removal which may give a somewhat less 
immediate operative mortality but a larger per- 
centage of recurrences. 


St. Elizabeth's Hospital. 


Necessity for Accuracy and Simplification in the Diagnosis of 


Renal Tuberculosis 
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JOHN L: EMMETT, M. D. 
Rochester, Minnesota 


EW subjects in medicine are in such a state of 
confusion as the subject of diagnosis and treat- 
ment in renal tuberculosis. This confusion exists 
in spite of the fact that the disease has been well 


* Read before the meeting of the New Mexico Medical So- 
ciety, Albuquerque, New Mexico, May 27 to 29, 1940. 


known for many years. Moreover, the teaching of 
the subject of renal tuberculosis in medical schools 
is far from standardized. One instructor may teach 
his students :to attempt to catheterize both kidneys 
and make bilateral pyelograms in every case in 
which it is suspected that renal tuberculosis is-pres- 
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ent, whereas ‘another teacher may warn against 
ureteral catheterization of the uninvolved kidney 
for fear of infecting it with tuberculosis. Also, 
textbooks of urology do not agree upon these points, 
so that the average medical student at graduation 
finds himself in a quandary, unable to employ log- 
ical reasoning, and forced to follow blindly the dog- 
mas of his instructor. The introduction of excre- 
tory urography in recent years has not helped to 
clarify the subject. As a matter of fact, certain 
physicians are now advocating diagnosis by means 
of excretory urography alone. Although these 
physicians are to be commended in their efforts to 
reduce instrumentation to a minimum for patients 
suffering from renal tuberculosis, it may be ques- 
tioned whether diagnosis by this method is suffi- 
ciently accurate to allow proper decision as to 
treatment. 

At the outset of such a discussion it must be 
remembered that the clinical use of the term “uni- 
lateral renal tuberculosis” is inaccurate. There are 
only four methods of investigating a kidney in the 
presence of tuberculous disease and it is well known 
that they may all give negative results, even though 
tuberculosis is present. These methods are: (1) 
urography (either descending or retrograde), (2) 
determination of the number of pus corpuscles in 
a “wet smear” of urine obtained by ureteral cathe- 
terization, (3) microscopic examination of a stained 
specimen of ureteral urine for acid-fast bacilli and 
(4) inoculation of guinea-pigs with the specimen 
of urine obtained by ureteral catheterization. All 
these examinations except descending urography 
require cystoscopic examination. To make all of 
these examinations may at times require more 
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than one cystoscopic procedure. The question log- 
ically may be asked, Why not perform all these 
procedures for every patient suspected of having 
renal tuberculosis, thereby automatically stan- 
dardizing diagnosis? In answer to this question 
several factors must be taken into consideration. 
First, cystoscopy carried out in the presence of 
urinary tuberculosis is usually a very painful pro- 
cedure unless anesthesia is employed. Repeated 
cystoscopic examinations are not only painful to 
the patient but they also tend to traumatize in- 
fected tissue, an occurrence which is not to be de- 
sired in any type of disease. Repeated adminis- 
tration of anesthetic agents likewise is to be avoid- 
ed if it is unnecessary. An axiom in diagnosis in 
the presence of any disease is that only those ex- 
aminations should be employed which are suffi- 
cient to enable the physician to arrive at a sound 
diagnosis. Fewer procedures than these are not 
enough; more than these are not in the interest 
of the patient, either physically or economically. 
The ultimate in diagnosis in renal tuberculosis, 
therefore, is the minimal amount of investigation 
that will permit a diagnosis sufficiently accurate 
to enable the physician to advise correct treat- 
ment. It will be the purpose of this paper to de- 
termine what constitutes this type of diagnosis. 
For the sake of brevity I shall henceforth speak 
of the involved kidney as the “bad” kidney and 
the uninvolved, or least involved kidney, as the 
“good” kidney. 

There is not sufficient evidence to support the 
belief that ureteral catheterization if properly done 
will infect the “good” kidney. On the other hand, 
it seems rather probable that retrograde pyelogra- 


RELATIVE INCIDENCE OF NEPHRECTOMY FOR TUBERCULOSIS OF THE KIDNEY 


Fig. 1. Comparative incidence of nephréctomy for renal + gman at The Mayo Clinic during the years 1912 to 1939, 
inclusive. 
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phy, when performed in a kidney grossly infected 
with tuberculosis, carries with it a definite risk. 
The danger involved is one of disseminating the 
infection as miliary tuberculosis or as tuberculous 
meningitis. This danger has been distinctly mini- 
mized since physicians began to use organic iodide 
preparations (similar to those employed in excre- 
tory urography) for retrograde pyelographic media 
instead of sodium iodide. It seems reasonable to 
assume that in many of the cases reported in the 
literature in which patients died from tuberculous 
meningitis following nephrectomy for renal tuber- 
culosis, death was the result of the making of pre- 
operative retrograde pyelograms rather than of 
trauma incident to operation. 

From what has been said it is apparent that 
simplification and clarification of diagnosis in re- 
nal tuberculosis are to be desired, It. would seem 
that one method of accomplishing this would be 
to study the present diagnostic trend and to evalu- 
ate, if possible, the relative nearness to accuracy 
of the various methods of diagnosis. To accom- 
plish this, records of 216 patients suffering from 
renal tuberculosis seen at the Mayo Ciinic during 
the past five years have been studied. The first 
100 cases were consecutive and have been reported 
elsewhere by Braasch and me. The remaining 116 
cases are almost consecutive, but those in which 
nephrectomy. had been previously performed were 
eliminated so that the cases might more truly rep- 
resent the problem of diagnosis which exists when 
the patient first consults his physician. As a pre- 
liminary to this study, I compared the number of 
times nephrectomy for tuberculosis had been done 
at the Mayo Clinic from 1912 through 1939 with 
the total registration at the clinic for each year. 
The information thus obtained has been given 
graphic form (fig. 1), and demonstrates the ap- 
parent dramatic decrease in the incidence of renal 
tuberculosis in recent years. Conclusions to be 
formed on the basis of this chart compare favor- 
ably with the conclusion that a reduction in inci- 
dence of tuberculosis elsewhere in the body has 
occurred, a reduction which is evidently the result 
of improved living conditions, better sanitary con- 
ditions, and constant supervision of the food and 
milk supply of the nation by the various derart- 
ments of public health and similar agencies. 


CASE STUDIES 


A study of the present group of 216 cases of 
renal tuberculosis in which the patients were seen 
at the clinic within the past five years revealed 
some interesting data. It was found that in 71 per 
cent of these cases the Mycobacterium tuberculo- 
sis could be demonstrated in the voided specimen 
of urine by the Ziehl-Neelsen method of staining. 
This suggests that in approximately three-fourths 
of all instances of renal tuberculosis the diagno- 
sis can be made on the basis of the history, physi- 
cal examination and special staining of the vesical 
urine. The problem in the average case therefore, 
is not one of determining whether or not renal 


SoUTHWESTERN MEDICINE 


October, 1940 


tuberculosis is present but rather, one of deter- 
mining the degree of involvement of each kidney. 
Cystoscopy was performed in 87 per cent, and ex- 
cretory urography in 90 per cent, of these cases. 
Ureteral catheterization to obtain separate speci- 
mens of urine from the kidneys for examination 
was carried out in 76.3 per cent of cases. The 
“good” kidney was catheterized in 67.4 per cent 
of cases, and the “bad” kidney in 46.7 per cent. 
Retrograde pyelograms were made in 26 per cent 
of cases. In 11 per cent of cases pyelograms were 
made in the “good” kidney. In 19 per cent they 
were made in the “bad” kidney. Concerning the 
use of excretory urography as the only means of 
examination in such cases, I found that we had 
employed it to the exclusion of all other diagnostic 
tests in only 12.8 per cent of cases. In the major- 
ity of these cases, the patients were those in whom 
grossly bilateral renal tuberculosis could be diag- 
nosed by means of descending urography alone. 
The figures just mentioned suggest that the trend 
in diagnosis is distinctly away from retrograde 
pyelography and toward excretory uroraphy. 

If the situation is closely analyzed, definite rea- 
sons are apparent for this diagnostic trend. The 
so-called bad kidney should be considered first. 
Detail in urographic visualization of the “bad” 


Fig. 2. Excretory urogram, revealing tuberculosis of the left 
kidney. 


kidney is not so important, and this is especially 
true if the diagnosis of renal tuberculosis has been 
made on the basis of preliminary examination of 
the vesical urine, as in such a case the excretory 
urogram will usually point out the “bad” kidney 
with remarkable accuracy. Even though the pel- 
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vis and calices are not completely outlined, the 
delayed visualization or incomplete outline of di- 
lated or deformed calices and pelvis will usually be 
sufficient for diagnosis (fig. 2). In considering the 
interpretation of excretory urograms in the pres- 
ence of renal tuberculosis, it is necessary for the 
physician to modify his conceptions of urographic 
interpretations that were obtained from a study 
of retrograde pyelograms. For instance, all text- 
books on urology speak of the irregular ‘“moth- 
eaten” appearance of the renal calices indicative of 
cortical necrosis as the most common observation 
in this disease. Although such a deformity is path- 
ognomonic of tuberculosis, it is by no means the 
most common observation. In an effort to deter- 
mine the characteristics of the excretory urogram 
when renal tuberculosis is present, the excretory 
urograms of ninety-five “bad” kidneys in this series 
were studied. The urographic observations listéd 
in order of frequency of occurrence were found to 
be as follows: (1) absence of visualization (35 per 
cent), (2) delay in visualization (25 per cent), (3) 
caliectasis, (4) evidence of necrosis (“moth-eaten” 
appearance of calices), (5) cicatricial deformity of 
calices with isolation of tips of calices, (6) deform- 
ity and dilatation of the ureter, and (7) pyelecta- 
sis. It is apparent on the basis of these data that 
when tuberculosis of the urinary tract is known to 
be present, it is not necessary to demonstrate areas 
of cortical necrosis to enable the physician to 
know which kidney is involved. Figure 2 demon- 
strates this point well. Although visualization of 
the left kidney is incomplete, still, enough of the 
dilated calices may be seen to permit making of 
the diagnosis of tuberculosis of the left kidney. In 
such a case completely to fill and distend the pel- 
vis and calices of such a kidney with media by the 
retrograde method to visualize every detail cer- 
tainly should be considered an unnecessary diag- 
nostic procedure. Nothing could be gained by such 
a procedure that would affect the physician’s de- 
cision as to the type of treatment to be under- 
taken. 

The “good” kidney presents a totally different 
problem. In such a circumstance detail in visual- 
ization is much more important than it would be 
in the case of a “bad’’ kidney, because the progno- 
sis for treatment of the patient depends largely on 
its status. In reviewing a large series of excretory 
urograms, I was early impressed by the fact that 
the urographic diagnosis of the “good” kidney 
consisted of three chief classifications, namely 
“normal,” “probably normal” and “questionable.” 
The kidneys described as “probably normal” are 
those in which the pelvis and calices appear to be 
almost normal, yet some minor detail is incom- 
plete, such as imperfect visualization of a minor 
calix. It is important to know if possible just how 
nearly “normal” such kidneys can be expected to 
be if they are described as being “normal” or “prob- 
ably normal” by means of excretory urography. 
This question is especially pertinent in view of the 
fact that some urologists are beginning to advocate 
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diagnosis by means of excretory urography alone. 
In the present series of 216 cases, 121 kidneys were 
described as being “normal” or “probably normal” 
from the excretory urogram. Of these 121 kidneys 
ninety-two had been catheterized. In twenty-four 


ae 


Fig. 3. Excretory urogram, revealing tuberculosis of the left 
kidney. 


(26 per cent) microscopic examination of the wet 
smear disclosed more than 3 leukocytes per high- 
power field of the microscope, and in twenty-four 
(26 per cent) the Mycobacterium tuberculosis was 
demonstrated either by special staining methods 
or by inoculation of animals with the urine. These 
observations suggest, therefore, that tuberculosis is 
present in more than a fourth of the kidneys de- 
scribed as being either “normal” or “probably nor- 
mal” by means of excretory urography. Diagnosis 
achieved by means of excretory urography alone, 
therefore, is not accurate so far as the ‘“‘good”’ kid- 
ney is concerned, and must be supplemented by 
uretera] catheterization and careful examination 
of the renal specimen of urine by wet smear, spe- 
cial staining methods and the inoculation of an- 
imals. Figure 3 is an excretory urogram made in 
an instance of tuberculosis of the left kidney in 
which the right. kidney was described as being 
“probably normal.” For accurate diagnosis in this 
particular case it would be necessary to catheterize 
the right kidney to obtain a specimen of urine for 
examination. 

How often retrograde pyelography is necessary 
or advisable in the case of the “good” kidney is 
not entirely clear. Of sixty-nine “good” kidneys 
in the first 100 cases of this series, only seven 
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retrograde pyelograms were made. It is possible 
that this number was entirely too small, yet the 
fact remains that most of these retrograde pyelo- 
grams yielded very little additional information. 
If reasonably good visualization obtained by excre- 
tory urography is supplemented by careful exam- 
ination of a catheterized ureteral specimen of urine, 
it would seem that a relatively high degree of diag- 
nostic accuracy should be obtained thereby. 

Thus far, in this discussion, it appears that ret- 
rograde pyelography now has little place in the 
diagnosis of renal tuberculosis, but this is far from 
the truth. It must be remembered that up to this 
point I have been speaking primarily of the cases 
in which the diagnosis of renal tuberculosis can be 
made easily on initial examination of the patient. 
Such cases would comprise roughly about three- 
fourths of all cases. There still remain about 25 
per cent of cases in which diagnosis is more diffi- 
cult and may require every diagnostic means at 
the urologist’s command, including the making of 
bilateral retrograde pyelograms and inoculation 
of animals with ureteral specimens of urine to ar- 
rive at a diagnosis. This is especially true in cases 
in which the tuberculous lesions are extremely 
minute. 

DIAGNOSTIC ACCURACY 

On the basis of the material thus far presented, 
it is possible to form certain conclusions as to the 
accuracy of the various methods of diagnosis. It 
has been shown that the excretory urogram will re- 
veal the “bad” kidney in a high percentage of 
cases and that this information is extremely ac- 
curate. At times this information may be supple- 
mented by that obtained from examination of a 
ureteral specimen of urine from the “bad” kidney, 
if it is deemed necessary. In the case of the “good” 
kidney, however, excretary urography is not so ac- 
curate. The excretary urogram will suggest the 
condition of the “good” kidney, but this information 
is not accurate and should be sypplemented by 
catheterization of the kidney to obtain a specimen 
of urine for microscopic examination by wet smear, 
special staining methods and the inoculation of 
animals. Information supplied by such a combina- 
tion of diagnostic procedures is highly accurate, al- 
though occasionally the making of a retrograde 
pyelogram of the good kidney is advisable if visuali- 
zation by excretory urography is adequate. Bi- 
lateral retrograde pyelograms are necessary only in 
a limited number of cases in which the diagnosis of 
renal tuberculosis is difficult to make or in cases in 
which the tuberculous lesion is extremely minute 
and in cases in which it is only with difficulty that 
the physician can decide which kidney is involved. 
It should be rarely necessary to perform more than 
one cystoscopic examination and that examination 
should be of short duration. Routine making of 
bilateral retrograde pyelograms is not necessary and 
is not in the interest of the patient. 

Although study of these cases allows an evalua- 
tion of the comparative accuracy of the various 
diagnostic methods for renal tuberculosis, it by 
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no means answers the question of how nearly ac- 
curate diagnosis should be to enable the physician 
to advise proper treatment. This question is espe- 
cially important when nephrectomy is being con- 
sidered, because the patient has a right to know if 
the chances of improvement or cure justify the 
morbidity and risk which attend surgical treat- 
ment. It is obvious that an answer to this ques- 
tion involves the personal reaction of both the 
physician and the patient. Nevertheless, if the 
physician were able to study the results following 
nephrectomy n a large group of cases in which 
diagnosis had been carried out by a variety of 
methods, some broad principles could be elicited 
which should be extremely helpful when decision 
is made as to the type of treatment to be carried 
out in each case. In an effort to clarify this sub- 
ject, Kibler and I made an exhaustive follow-up 
study of all patients for whom nephrectomy had 
been performed for renal tuberculosis at the clinic 
from 1912 to 1932, inclusive. Cases in which the 
patients had registered later than 1932 were not 
studied because it was desired that a follow-up 
study of at least five years in duration could be 
made concerning all patients. The late results of 
surgical treatment were studied from the stand- 
point of the type of investigation which had been 
carried out and the observations that had been ob- 
tained in the preoperative investigation of the 
“good’”’ kidney. The results of this study have been 
fully reported elsewhere,’ but a’ few of the more 
pertinent observations may be of interest herein. 

It was found that 1131 patients had been sub- 
jected to nephrectomy for renal tuberculosis at the 
clinic between the years 1912 and 1932. We divided 
the cases into artificial groups depending on the 
results of the preoperative investigation of the 
“good” kidney. No attention was paid to the con- 
dition of the “bad” kidney, to the length of time 
the disease had been in progress, or to the ex- 
istence of associated disease, tuberculous or non- 
tuberculous, elsewhere in the body. It was felt 
that in creating our artificial groups these factors 
would be fairly equally distributed in such a man- 
ner as not to affect the comparative results. Four 
large groups were created. In group 1 the “good” 
kidney was not catheterized. In the remaining 
groups the “good” kidney was catheterized so that 
a specimen of urine could be obtained for exam- 
ination. In group 2 the centrifuged ureteral speci- 
men of urine contained no pus corpuscles, or at 
least contained less than 3 leukocytes per high- 
power field. In group 3 there were 3 to 10 leuko- 
cytes per high-power field. In group 4 there were 
more than 10 leukocytes per high-power field. 
Groups 2, 3 and 4 were further subdivided on the 
basis of the results of special staining technics and 
inoculation of animals with the ureteral specimen 
of urine. Early in the study we became aware of 
the fact that a negative result in staining proce- 
dures on acid-fast organisms in a ureteral speci- 
men of urine was of little significance. Therefore, 
the subdivisions A, B and C were made on the basis 
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of positive results obtained in such staining pro- 
cedures and positive and negative results, respec- 
tively, obtained in the inoculation of guinea-pigs 
with a ureteral specimen of urine. Subdivision A 
indicates that no positive results were obtained in 
staining procedures on acid-fast organisms, and 
-that inoculation of guinea-pigs was not carried 
out. B indicates that no positive results were ob- 
tained in staining procedures and that inoculation 
of guinea-pigs had been carried out with negative 
results. C indicates that positive results in special 
staining procedures or that positive results of in- 
oculation of guinea-pigs, or both, were obtained. 
In table 1 a few of the more important groups and 
subdivisions are presented for comparison. It is 
interesting to note that the more nearly normal the 
kidney is proved to be, the better are the results 
following nephrectomy. Groups 4, 3 and 2 C con- 
tain too few cases to be of statistical value, but 
they illustrate well the higher mortality and lower 
percentage of cures that result when involvement 
of the “good” kidney can be demonstrated, even 
though the lesion may be minute or in an extreme- 
ly early stage. The best results were obtained in 
group 2 B, which comprises the cases in which no 
pus corpuscles were being excreted from the “good” 
kidney and in which the results of inoculation of 
animals with specimens of ureteral urine proved 
to be negative. 

When the urine from the “good” kidney is found 
to be microscopically normal and when staining 
for acid-fast organisms gives negative results, 
should the surgeon await the results of inoculation 
of animals with specimens of ureteral urine before 


TABLE I 
Results of nephrectomy in cases of renal tuberculosis: cases 
grouped according to type of investigation employed and 
findings obtained preoperatively in the ‘‘good’’ kidney 


Patients traced 
Cured or improved, 


Years after Living, 

operation Group* Number per cent per cent 

4 45 66.6 44.4 

3 108 56.5 40.8 

5 2 718 79.7 65.2 

2c 55 58.2 36.4 

2B 209 86.7 75.2 

a 25 44.0 44.0 

3 87 48.3 39.1 

10 2 522 65.2 56 4 

2c 30 33.3 30.0 

2B 113 72.6 65.5 


* Group 4—Ureteral specimen of urine contained more than 10 
leukocytes per high-power microscopic field. 

Group 3—Ureteral specimen of urine contained 3 to 10 leu- 
kocytes per high-power microscopic field. 

Group 2—Ureteral specimen of urine microscopically normal 
(0 to 3 leukocytes per high-power field). 

Group 2C—Ureteral specimen microscopically normal. Tu- 
bercle bacilli demonstrated to be present by special staining 
methods or inoculation of guinea-pigs or both. 

Group 2B—tUreteral specimen of urine microscopically nor- 
mal. Results of inoculation of guinea-pigs and special stain- 
ing for acid-fast organisms negative. 


he decides to remove the opposite kidney? By re- 
ferring to table 1, it will be seen that in the group 
of 718 cases in which the specimen of urine from 
the “good” kidney contained no pus corpuscles 
(group 2), 65.2 per cent of patients were either 
cured or improved at the. end of five years. Among 


SOUTHWESTERN MEDICINE 


329 


these cases, fifty-five (group 2 C) were found in 
which inoculation of guinea-pigs with urine had 
been done with positive results. In this group, only 
36.4 per cent of patients were cured or improved 
at the end of five years, and only 30 per cent were 
alive at the end of ten years. On the basis of these 


TABLE II 
Length of survival in renal tuberculosis; cases in which ne- 
phrectomy was performed and those in which no operation 
was performed because of definite bilateral disease. 


Renal tuberculosis - 
Bilateral, Results of nephrectomy in a series of 
no 1,131 cases (1912-1932 inc.), tpatients 
operation, traced 
Patients Total 
traced* series Group 2{ Group 2B 
Years after Living, Living, Living, Living, 
operation Num- per Num- per Num- per Num- per 
oridagnosis ber cent ber cent ber cent ber cent 
5 148 58.1 1016 74.9 718 79.7 209 86.7 
10 133 26.3 753 59.9 522 65.2 113 712.6 
15 88 15.9 513 48.9 
20 38 71.9 251 403 


* Reported by Braasch and Sutton. 

+ Reported previously by Emmett and Kibler. 

+ Group 2—Ureteral specimen of urine microscopically nor- 
mal. (0 to 3 leukocytes per high-power field.) 


prognosis following nephrectomy based on preoperative observa- 
mal. Results of inoculation of guinea-pigs and special stain- 
ing for acid-fast organisms negative. 


figures it could be argued that even a 36 per cent 
chance of cure or improvement, so to speak, for 
five years, justifies surgical treatment. Such a 
contention might be true, and yet consideration 
must be made of what the five-year result would 
have been if no surgical treatment had been under- 
taken. It is impossible accurately to answer this 
question; attention may be called, however, to the 
fact that it has been shown by Braasch and Sutton 
(table 2) that in a group of 133 traced patients 
who had grossly bilateral renal tuberculosis and 
for whom surgical treatment was not carried out, 
26.3 per cent were alive at the end of ten years. 
This figure compares favorably with the survival 
rate of 30 per cent after ten years for patients in 
group 2 C who were surgically treated, but the fig- 
ure does not take into consideration the condition 
of the patient and the vesical discomfort endured 
during his or her lifetime. It is also impossible to 
state on the basis of these tables the approximate 
number of cases in which inoculation of animals 
with specimens of ureteral urine will give positive 
results when pyuria is not present, since in all the 
cases in group 2 inoculation of animals was not 
done. The figures suggest, however, that the num- 
ber of cases in which the results would be positive 
in this condition should be relatively small, and it 
seems that the current practice of proceeding with 
nephrectomy before results of inoculation of ani- 
mals are known is justifiable. 

Referring to table 1, it is of interest again to call 
attention to the inaccuracy of the clinical use of 
the term “unilateral renal tuberculosis.” The 
question of in which group (table 1) the condition 
would be called “unilateral” would depend on the 
school of thought to which the physician adheres. 
For instance, members of the radical school, who 
depend almost entirely on excretory urography, 
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might include all these groups (table 1) under the 
term “unilateral,” whereas the conservative school 
would speak only of the condition in group 2 B as 
being “unilateral.” It can be seen from the results 
that even group 2 B contains cases in which tuber- 
culosis must have been present at the time of di- 
agnosis, even though it was not detected. 

By referring to such data as are presented in ta- 
bles 1 and 2 it is possible for the physician to give 
his patient a reasonably accurate prognosis after 
he has made an accurate diagnosis. It is then a 
personal problem between the physician and his 
patient as to the decision for nephrectomy. For 
this reason accurate diagnosis is imperative and 
even though operation is not delayed until the re- 
sults of the inoculation of animals are known, it 
is extremely important that such inoculation be 
done so that the patient may be given a more ac- 
curate prognosis, and so that he may be more prop- 
erly advised concerning his postoperative care, for, 
if it is known that tuberculosis is present in the 
remaining kidney (even though the lesion be ex- 
tremely minute), the patient’s general health and 
conduct will be more rigidly supervised than might 
otherwise be the case. 

A word of caution should be given concerning sur- 
gical treatment in the presence of grossly bilateral 
renal tuberculosis. When the urine from the “good” 
kidney definitely contains pus corpuscles, when the 
Mycobacterium tuberculosis can be demonstrated 
and when the urogram suggests definite deformity 
of the renal pelvis, calices or ureter, the physician 
should be extremely hesitant in advising surgical 
intervention. In table 3 are shown the poor results 
obtained in this type of case, and although the 
number of cases in these groups is small, still the 
table suggests that the results hardly justify the 


TABLE III 
Results of nephrectomy in cases of grossly bilateral renal 
tuberculosis in which the more involved of the two kidneys 
was removed. 


Traced patient. 
Living, Cured or improved, 
Number per cent per cent 
46.7 20 
33.3 0 
40.0 20 
00.0 0 


*Group 3C-—Ureteral specimen of urine contained 3 to 10 
leukocytes per high-power microscopic field. Tubercle bacilli 
demonstrated to be present by special staining methods or in- 
oculation of guinea-pigs or both. 

Group 4C—Ureteral specimen of urine contained more than 
10 leukocytes per high-power microscopic field. Tubercle bac- 
illi demonstrated to be present by special staining methods or 
inoculation of guinea-pigs or both. 


Years after 


operation Group* 


operation. Occasionally, the surgeon believes that 
he may be able to alleviate the marked vesical 
symptoms by removing the “worse of the two kid- 
neys.” In our experience this is poor policy and 
nearly always results in nothing but regret. 

There is no doubt that data such as are pre- 
sented in the tables are extremely valuable to the 
physician when he is deciding on treatment. It 
must be emphasized, however, that it is not pos- 
sible for the physician to make his decision auto- 
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matically by comparing the data obtained in any 
given case with such tables. The physician must 
temper and augment his judgment with additional 
information, such as the general condition of the 
patient, the presence or absence of associated dis- 
ease (either tuberculous or otherwise) and the 
length of time the disease has been in progress. 
It would seem that if a large number of cases of 
renal tuberculosis on record at the larger clinical 
centers could be studied in this manner and the 
information pooled, valuable and accurate tables 
could be compiled which would simplify teaching 
of the subject and which would also do much to- 
ward standardization in both diagnosis and treat- 
ment. 
SUMMARY AND CONCLUSIONS 

The trend of diagnosis in renal tuberculosis is 
toward excretory urography and away from retro- 
grade pyelography. The goal of investigation 
should be accurate diagnosis, and as few proce- 
dures as possible should be employed. One cysto- 
scopic examination should be sufficient in each 
case, and it should be of brief duration. Repeated 
instrumentation is to be avoided. In about 75 per 
cent of cases the diagnosis of renal tuberculosis is 
very easily made on the basis of the history, re- 
sults of physical examination and of special stain- 
ing methods for acid-fast organisms in the vesical 
urine, which leaves the problem one not of de- 
termining the presence of the disease but rather, 
of determining the extent of involvement of each 
kidney. 

The excretory urogram will indicate the “bad” 
kidney in most cases and it is accurate in this re- 
gard. The excretory urogram will suggest the con- 
dition of the “good” kidney, but this information 
is inaccurate and must be supplemented by an ex- 
amination of the ureteral specimen of urine, by 
microscopic examination of the wet smear, special 
staining methods for acid-fast organisms and in- 
oculation of guinea pigs with specimens of urine. 
Retrograde pyelography is rarely necessary for the 
“bad” kidney, but is occasionally necessary for the 
“good” kidney when the excretory urogram is poor. 
Routine making of bilateral pyelograms is an en- 
tirely unnecessary procedure and is not in the in- 
terest of the patient, either economically or physi- 
cally. In a small group of cases in which the di- 
agnosis of renal tuberculosis is in doubt, bilateral 
pyelograms may be necessary. " 


Decision as to treatment should be made only 
after accurate diagnosis has been carried out. The 
results of nephrectomy in 1131 cases of renal tu- 
berculosis have been summarized and tabulated 
according to type of diagnosis and observations 
obtained in the investigation of the “good” kidney 
prior to nephrectomy. The tables presented here- 
in indicate that the clinical use of the term “uni- 
lateral” renal tuberculosis is not justified. They 
demonstrate that the more nearly “normal” the 
“good” kidney is proved to be, the better will be 
the clinical results following removal of the “bad” 
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kidney. The results of nephrectomy in grossly bi- 
lateral renal tuberculosis are not good and do not 
justify performance of the procedure on the 
grounds that removal of the worse kidney may re- 
lieve the vesical symptoms. It is suggested that if 
larger groups of cases could be studied in the man- 
ner described in this paper, more nearly accurate 
tables could be prepared which would enable the 
physician to give the patient an accurate progno- 
sis and to assist considerably in making proper de- 
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cisions as to treatment and the nature of preoper- 
ative and postoperative care, 


The Mayo Clinic. 
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Relation of Psychiatry to Other 


Departments of Medical Practice 


SAMUEL D. INGHAM, M.D. 
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URING the present century the field of psy- 

chiatry has been extended from the confines 
of sanatoriums and hospitals for the insane whose 
inmates were sufferers from psychoses, and where 
the treatment was largely custodial, until at the 
present time this department of medicine deals with 
human behavior and all of its implications, includ- 
ing personal maladjustments and failures, neuro- 
ses and psychoses, education, social relations, crim- 
inology. Psychiatry is tending more and more to- 
ward useful correlations with psychology, neurol- 
ogy, sociology, physiology, pathology, endocrinol- 
ogy and the practice of medicine in general. 

With the advancements in medical science, spe- 
cialism has become necessary, but we must beware 
of ultra-specialism in medical practice. Although 
the field is too large to be covered in its entirety, 
all specialists should primarily be physicians, and 
have some practical knowledge of all of the spe- 
cialties as a background for their own. 

Psychiatry deals primarliy with human behavior, 
and therefore with all available factors that enter 
into human problems. The objectives of humanity 
are health, happiness, achievement, and the satis- 
factions that come with success, and the attain- 
ment of these objectives depends upon innumer- 
able adjustments of the individual to his environ- 
ment. It is the function of the medical profession 
to promote these objectives, not only as regards 
physical health, but also in regard to mental health. 
As the prevention of physicial disease is often more 
successful than treatment, so education and train- 
ing in the art of living are more important than 
psychotherapy or punishment for unhappy and 
maladjusted humanity. As a healthy and well 
trained physical body is essential for maximum 
physical achievement, so an educated and disci- 
plined mind is necessary for the attainment of a 
maximum of success and happiness. 

The psychiatrist stands somewhat apart from 
other physicians in that in studying human beha- 
vior he finds himself also involved in the problem 
of organic diseases, while other physicians primar- 
ily deal with organic conditions, and find them- 
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selves involved with the personality reactions of 
patients and their numerous advisors. It is becom- 
ing more and more apparent that the psychiatrist 
should have a broad practical knowledge of medi- 
cal science, and that all other physicians should 
apply the principles of psychiatry in their work. 

It is an obvious fact that all physicians practice 
psychiatry in so far as they deal with the personal 
problems and emotions of their patients. Clinical 
pictures seldom occur in pure types, and there is 
a constant interlacing of the symptoms of physical 
pathology and those of emotional and mental re- 
actions to unfavorable experiences. Likewise the 
etiological factors of clinical pictures are usually 
multiple and difficult to evaluate. We are still 
constantly confronted with the traditional problem 
of differential diagnosis between “organic” and 
“functional” symptoms, and largely for the reason 
that they are coexistant in the form of vicious cir- 
cles. The very fact of physical illness is to the pa- 
tient a misfortune, a problem to which he reacts 
according to his own individual patterns of be- 
havior. Most patients consulting physicians pre- 
sent two problems: first, that of physical diagnosis 
and treatment, and second, that of personality di- 
agnosis which usually deserves consideration if not 
an active program. 

Until recent years medical education has neglect- 
ed the field of personality diagnosis, and it has 
been assumed that physicians could learn all that 
they needed to know about the personality of their 
patients through experience. In common with oth- 
er departments of medicine, psychiatry is develop- 
ing along the lines of scientific progress, and the 
purpose of this presentation is to review some of 
the aspects of psychiatry and their application in 
other departments of medical practice. 

Psychiatric diagnosis, in common withall diag- 
nosis, consists of the differentiation between nor- 
mal and abnormal conditions, and it must be based 
upon a conception of normal human behavior. 
Such a conception must of necessity be somewhat 
vague, since “normality” is a vague term and im- 
plies a field with indefinite borders. 

Personality may be said to be the integration, 
interactions, and adjustments of three basic psy- 


332 SOUTHWESTERN MEDICINE 


chological processes (which are also physiological 
and biological), viz., consciousness, instincts and 
intelligence. Each of these processes deserves a 
brief consideration. 

Consciousness, in the sense of awakeness and 

awareness, is a prerequisite for all adaptive beha- 
vior, and may be briefly defined as a state of re- 
activity, a readiness to respond to stimuli and to 
promote the patterns of thought and action ap- 
propriate for the situation. Without consciousness 
all other mental processes are latent; with impaired 
consciousness efficiency is diminished, largely in 
proportion to the impairment. The degrees of con- 
sciousness vary between the extremes of complete 
alertness, and a state of coma from which the pa- 
tient cannot be aroused. Sleep is a state of re- 
duced consciousness, of varying degrees, but dif- 
fers from coma in that it is readily dispelled by 
sensory stimuli. Sleepers are commonly sensitized 
to special stimuli; the mother awakes at the cry 
of her child, but sleeps through a thunderstorm. 
Dreams and somnambulism are also manifestations 
of incomplete consciousness. 
... Instincts, which include the emotions, may be 
described as the innate, inherited patterns of be- 
havior characteristic of the species, which tend to 
promote (1) the preservation and development of 
the individual, and (2) the reproduction and wel- 
fare of the race. Instinctive activities operate with- 
out training or experience, although experience 
and intelligence modify the activities of the in- 
stincts. 

Instinctive patterns may be divided into two 
types, viz., 1. instinctive physical activities, includ- 
ing locomotion, hunting food, fighting, making 
love and nest building, etc., and 2. instinctive mo- 
tivations, or vital drives, which are mainfested in 
impulses, interests, curiosity, desires, wishes, hun- 
ger, yearning, craving, longing, ambition. It is to 
the instinctive drives that we must look for the 
motivation of all adaptive behavior, for the key to 
all personality. 

Emotions are instinctive patterns of action which 
involve the entire physical organism, and are the 
manifestations of excited instinctive motivations. 
These action patterns may for convenience be di- 
vided into their physical and psychological com- 
ponents. 

(A) The physical components of emotion are 
exemplified in decorticated animals which show 
pseudo-rage and pseudo-fear reactions. They in- 
clude (1) instinctive movements of striped mus- 
cles in fighting, running, breathing, etc.; (2) con- 
tractions of unstriped muscles, cardiac, vasomo- 
tor, pilomotor, pupillary, gastro-intestinal, etc.; 
(3) glandular secretions, gastro-intestinal, sweat, 
renal, lachrymal; (4) endocrine activities in the 
production of hormones; (5) metabolic activities 
and biochemical adjustments, variations in blood 
chemistry and the concentrations of its physical 
contents. 

(B) The psychological components of emo- 
tional reactions include: (1) the excitement inci- 
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dent to the recognition of an important situation; 
(2) concentration of the attention to the problem 
at hand, and the exclusion of irrelevant sensations 
and thoughts; (3) search in the records of experi- 
ence for the means to meet the situation success- 
fully; (4) anticipatory emotional reactions, an- 
xiety, apprehension, doubts and fears, or of hope, 
courage, confidence and pleasurable expectancy; 
(5) during the execution of the plan of action, the 
emotional reactions are those of action, either ag- 
gressive or defensive, fighting or running away, 
according to the situation; in extreme degrees they 
are manifested as rage, desperation or panic; (6) 
thoughts and feelings after the episode has result- 
ed in success or failure, elation and renewed con- 
fidence in the case of success, depression and dis- 
couragement in the case of failure, although fail- 
ure may be the incentive to the most determined 
subsequent efforts. What might be termed the 
pathology of the emotions may be divided into 
those symptoms which precede action, those which 
accompany it, and the after effects of an important 
episode. Anticipatory emotional symptoms include 
anxiety states apprehensions, forebodings, phobias, 
“crossing bridges’. Abnormal emotions which occur 
during the period of activity may be manifested in 
the emotional conflicts, inhibitions or paralysis of 
fear, or by the desperation of panic. The after 
effects of success may lead to destructive ‘“celebra- 
tions,” or to excessive self-confidence which leads 
to calamity. Failure is followed by feelings of frus- 
tration and depression which frequently assume 
pathological proportions in the form of rumina- 
tions, broodings, neuroses, despondency and sui- 
cide. The after effects of emotionally charged ex- 
periences, characterized by feeling tones of elation 
or depression, are termed moods or affective states, 
and may be considered as the “afterglows” or 
“hang-overs” of emotional experiences. The ac- 
cumulative effects of experience in the form of 
conscious and unconscious memory are the basis 
of habit formation, constructive or destructive, and 
are prime factors in the development of person- 
ality. Inadequate training, thwarting experiences, 
pathological emotional reactions and destructive 
habits of self indulgence are the basic factors of 
the psychoneuroses. 

Emotions may be regarded as the symbols of 
personality for all to read who know the language 
of the emotions. They are the indicators, barom- 
eters, thermometers, volt meters, weather-vanes 
which reveal the pressure, temperature, voltage and 
direction of the internal forces of instinct. It is 
generally recognized that a short-cut to an inti- 
mate personal acquaintance is by way of an alco- 
holic party, a golf game or a fishing trip. 

It may be of some interest to review in outline 
some of the evidence of cerebral localization in re- 
lation to the psychological (physiological) process- 
es of consciousness, instincts and emotions, and 
intelligence. Clinical and experimental evidence 
indicate that consciousness and the regulation of 
sleep depend upon the physiological activity of 
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groups of nerve cells in the hypothalamus. Emo- 
tional patterns are motivated in the diencephalon, 
mainly in the thalamus and hypothalamus. Vege- 
tative and endocrine functions are also regulated 
to a large extent from structures in the hypothala- 
mus, acting through the sympathetic nervous sys- 
tem. They stand in close physioligical relationship 
to the emotions. The cerebral cortex and its con- 
nections represents intelligence and provides for 
the recordings and elaborations of experience, the 
acquisition of skill, and the guidance of voluntary 
movements. 

Clinical cases are commonplace in which con- 
sciousness is lost, and all processes of instinct, emo- 
tion and intelligence are suspended. In such cases 
it may be assumed that the hypothalamus is af- 
fected by pathological or physiological processes. 
Other clinical cases show defects of intelligence 
without impairment of consciousness nor of emo- 
tional reaction. These are particularly exemplified 
by pathological conditions affecting the cortex or 
its connections thus impairing the patterns of mem- 
ory and thought associations, notably in the apha- 
sias, agnosias and apraxias. Still other cases show 
gross impairment of instinctive drives and emo- 
tions with intact consciousness and intelligence, as 
illustrated by the following brief record. 

An auto mechanic was suffocated by exhaust gas 
in a garage and was unconscious for a number of 
hours. Since this accident, which occurred more 
than a year ago, he has shown no interest, curi- 
osity, ambition, elation or depression, enjoyment or 
worry, no initiative or sense of responsibility. He 
is emotionally passive, never starts a conversation 
but participates by making appropirate answers to 
questions. His manner is pleasant, contented, 
docile in doing what his wife tells him to, he never 
complains about anything. During a neurological 
examination a very painful stimulus was given; al- 
though sensation was intact and he described the 
feeling as painful, he did not flinch and said it 
did not bother him. In contrast to this emotional 
flattening and absence of instinctive drive, this 
man’s intellectual faculties are relatively unim- 
paired although he uses them but little. His mem- 
ory is good, he is oriented in his environment, uses 
language and mathematics well to the extent that 
he can be induced to do so. Prior to the accident 
this man was a dominating, energetic person, in- 
dustrious, ambitious, critical, normally aggressive 
and emotional. Now, he has but little incentive to 
employ his knowledge and intellectual faculties 
which are relatively intact because he has lost the 
drives of instinct, the excitement of action, and the 
feelings of elation and depression which result 
from success and failure. 

In contrast to this case are innumerable people 
in whom instinctive drives, emotional reactions and 
the affective states are abnormally active and out 
of control to an extent harmful to themselves. Pa- 
tients manifesting such reactions are diagnosed as 
manifesting psychoneurotic, psychopathic or psy- 
chotic symptoms. Normal personality implies a 
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balance or equilibrium based upon the harmonious 
integration and interactions of instinctive forces 
and the knowledge and skill which comes from ex- 
perience. Instinctive drives and emotional reac- 
tions are innate, and knowledge is acquired, but 
instincts are constantly modified and directed by 
the intellectual faculties of memory and foresight. 
They are also affected by psychic trauma, and 
psychic trauma means emotional trauma, or sensi- 
tization predisposing to abnormal emotional reac- 
tions which are comparable to physical allergy. A 
horse may be ruined permanently for human ser- 
vice by bad training or accidents, and the result 
is a habit of intractable fear or rage reactions. 
The instinctive motivations and emotions in man 
run closely parallel to those of other animals, and 
a boy as well as a colt may be ruined by the psy- 
chic traumata of faulty training. Adults are like- 
wise emotionally conditioned or sensitized by shock- 
ing experiences, and by minor disturbing experi- 
ences occurring in prolonged series. (parlor experi- 
ments.) 

Psychiatric diagnosis implies the analysis of per- 
sonality as a whole and with regard to the integra- 
tion of its component factors. Theoretically, and 
to a large extent practically, the causes of abnor- 
mal behavior may be divided between those which 
are termed “organic” and those which are “psy- 
chogenic” or “functional”. The former implies that 
the primary causes were traceable to disturbances 
in the structure of the nervous system, malnutri- 
tion, ischemia or congestion, anoxemia, intoxica- 
tion, physical irritation or pressure, traumatism, 
and pathological lesions causing destriction of 
tissue. Psychogenic factors are those which are 
primary in the psychic field, particularly frustrat- 
ing experiences highly charged with unfavorable 
emotional reactions, and followed by abnormal 
moods and affective states. The behavior symp- 
toms manifested with organic disease may be in 
part psychogenic because of the emotional reac- 
tions to illness, and the sequellae of psychogenic 
disturbances may include organic symptoms pre- 
cipitated by the extensive vegetative reactions 
which accompany emotional excitements and dis- 
turbed affective states. Such interacting factors 
and interlacing symptoms tend to the formation of 
complex clinical pictures and “vicious circles”, 
which are commonplace in everyday medical prac- 
tice, and exceedingly difficult to analyze. 

PERSONALITY DISORDERS 

The following abbreviated classification of per- 
sonality disorders and mental diseases has been 
found useful in psychiatric diagnosis: 

(A) Congenital deficiencies. 

Defects of intelligence; feeble-mindedness of 
varying degree. 

Defects of personality; constitutional psycho- 
pathic inferiority of various types. 

Defects in endocrine development with associ- 
ated deviations in personality development. 

(B) Organic reaction types, the factors of which 
include practically all cerebral pathology, malnu- 
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trition, avitaminosis, infections, intoxications, ex- 
haustion, endocrine imbalances and involutional 
changes including senility. 

(C) Manic-depressive psychosis, characterized 
by two phases of abnormal affective states; 1. the 
manic phase with hyperactivity and exhilaration, 
and 2. the depressive phase with retardation and 
despondency. There is a tendency to recurrences 
or alternations of phases. 

(D) Schizophrenia, or Dementia Precox, subdi- 
vided into special types; 1. hebephrenia, 2. cata- 
tonia, 3. paranoid psychosis, 4. mixed types. The 
psychic symptoms vary according to the types, but 
all types present certain characteristics in com- 
mon: (a) withdrawal from contacts with reality 
and personal responsibility; (b) artistic thinking, 
day-dreaming, fantasy formation and delusions; 
(c) lack of consistency or continuity in instinctive 
motivations, emotional reactions, affects and senti- 
ments; (d) dissociation or disconnection between 
the mental content, manifested by conversation, 
and the emotional reactions, manifested by be- 
havior (depersonalization). 

(E) Psychoneurosis, subdivided into: 1. neu- 
rasthenia, 2. psychasthenia, 3. anxiety neurosis, 
4. obsessions and compulsions, 5. anxiety hysteria, 
conversion hysteria, 6. symptomatic depressions. 
Symptoms vary with types, but tend to overlap. 
In general they are considered to be psychogenic 
in origin and represent futile attempts to com- 
pensate for frustrations and failures, to obtain 
sympathy and help from others, or to escape from 
problems and responsibilities, 

From a practical standpoint, all patients may 
be divided into those who are legally committable 
to institutions and those who are not. Those 
who are committable include the more severe 
cases of acute and chronic psychoses, those who 
are inadequate to care for themselves under nor- 
mal conditions or who constitute a menace to 
themselves or others on account of psychic dis- 
turbances. Those who are not committable in- 
clude all other patoients presenting personality 
problems, and physicians in all departments of 
medicine must deal with them. From the answers 
to a questionnair sent to a group of surgeons and 
internists it has been estimated that in about 25% 
of their patients the primary diagnosis was psy- 
choneurosis or “nervousness”. It is probable that 
important emotional disturbances occur and de- 
serve attention in more than 50% of all who con- 
sult physicians. 


TREATMENT 


The treatment of psychic disturbances and per- 
sonality problems may be considered from sev- 
eral different viewpoints. 1. Treatment of or- 
ganic, toxic, and deficiency conditions which im- 
pair the functions of the nervous system. 2. Treat- 
ment of personality reactions incident to the fact 
of physical illness. 3. Treatment of personal mal- 
adjustments and psychoneuroses that are pri- 
marily psychogenic, but often lead to physical ill- 
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ness. 4: Vicarious treatment of the patient through 
conferences with his relatives, friends and advis- 
ers. 
(1) The treatment of organic, toxic and defi- 
ciency conditions is the responsibility of all physi- 
cians. Each department of medicine contributes 
its part to physical rehabilitations, and incident- 
ally to the psychic rehabilitations of their pa- 
tients. The surgeon removes a brain tumor or ab- 
scess, or an enlarged thyroid gland; the neurolo- 
gist prescribes thiamine chloride for multiple neu- 
ritis; the psychiatrist induces hypoglycemic shock 
with insulin; the internist relieves stuporous and 
confused mental states and delirium by the use 
of antitoxic and convalescent sera, sulfanila- 
mide, sulfapyradine; the gyencologist relieves pre- 
menstrual tension, and eases his patients through 
the menopause by the use of ovarian hormones; the 
obstetrician is faced with the problems of the tox- 
emias of pregnancy and the puerperal and post 
puerperal psychotic states. 

(2) The treatment of patients for the person- 
ality reactions incident to their illnesses resolves 
itself to the matter of tactful handling of the sit- 
uation by the physician. The unfavorable emo- 
tional reactions of those who are ill included 
doubts, anxieties, apprehensions, panics, worries, 
depressed moods, discouragement and hopeless- 
ness. Much can be done by the considerate and 
tactful doctor to boost the patient over the critical 
periods. The principles of treatment in this re- 
spect are to alleviate illogical doubts and fears 
and to stimulate confidence, hopefulness and cour- 
age to face the situation. Sick people are sensi- 
tive to the attitude of those about them and are 
alert to interpret the actions as well as the words 
of the doctors and nurses. Much can be done for 
the benefit of the patient by a planned program of 


‘tactfulness by all who come in contact with the 


patient. (Dr. Crile’s Anoci-association). 

(3) The treatment of personality maladjust- 
ments and psychoneuroses comes within the scope 
of so-called psychotherapy, which in the last an- 
alysis is the desensitization of hyperactive emo- 
tional reactions and emotionally conditioned 
thoughts and behavior, and education in the art of 
living successfully. The procedure is largely edu- 
cational, and aims to give the patient an insight 
into the cause of his symptoms and understand his 
own misconceptions, prejudices and mistakes. 
Through his intelligence it helps him to take an 
inventory of his personality assets and liabilities, 
and an evaluation of his opportunities in terms of 
his desires and ambitions. It encourages self-ex- 
pression and recreations which are constructive, 
expand the personality and relieve emotional ten- 
sions, but warns against ill considered self-indulg- 
ence of instinctive drives without counting the 
cost, or who pays the piper. Self-expression and 
self-indulgence are not synonymous. Psychother- 
apy is not only critical and more or less prohibi- 
tive of self-indulgence, but it is also constructive 
by inducing patients to face facts and be honest 
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with themselves, by stimulating patience and 
courage, by emphasizing the importance of per- 
sonal organization and industry, and by suggest- 
ing plans which offer reasonable prospects of suc- 
cess through personal accomplishment. It teaches 
them how to gain self-confidence, independence, 
and self-respect, and the confidence and respect 
of others. It promotes self-determination and 
helpfulness toward others rather than dependence 
and an “infinite capacity for receiving favors”. 
It proposes the philosophy of wise and successful 
selfishness, on the assumption that all acts, even 
self-sacrifice for others, are primarily selfish, and 
that a friendly and helpful attitude toward society 
is a good personal investment. Psychotherapy ap- 
proves of the principles of morality and ethics in 
the sense that “honesty is the best policy” with- 
out special regard to laws or religion. It suggests 
that loyalty to a partner is as important in a do- 
mestic partnership as it is in a business partner- 


. (4) The treatment of the relatives, friends and 
advisers of a patient is often a more difficult mat- 
ter than dealing with the patient. The physician 
makes an analysis and diagnosis of the case, and 
formulates a plan of treatment which may include 
changes of diet and other habits, hospitalization, 
surgery, or whatever seems indicated. He then be- 
comes a salesman and must sell his plan to the 
patient, but he often meets sales resistance in the 
form of doubts and fears, expense, the council of 
friends, and a lack of confidence in the doctor. It 
is therefore obvious that the sales program should 
include those who influence the patient. The plan 
of treatment is often rejected because of the fail- 
ure to sell it to the family and friends. Even when 
accepted and instituted, the treatment may be in- 
terrupted by adverse criticism and advice to the 
patient to “change doctors”. To secure harmony 
and cooperation it is advisable for the physician 
to deal with each person who is a factor in the sit- 
uation, to win his approval and to retain it as long 
_as the situation requires. Many points of import- 
ance come up in this connection and a few may be 
mentioned. High-pressure salesmanship generally 
fails, either in making a sale, or by acting as a 
boomerang. Controversial discussions are worse 
than useless because they stimulate opposition, 
and winning the debate often creates an opponent. 
Criticism can sometimes be converted into approval 
by asking the critic with friendly sincerity what he 
advises, with the tacit implication that he assume 
the responsibility for the success or failure of his 
plan. It is well for the physician to offer rather 
than force his plan, to furnish facts in regard to 
diagnosis and prognosis, to outline and advise a 
course of treatment, and to require the patient or 
some responsible member of his family to make 
decisions and take his share of the responsibility. 
The physician should insist upon being given auth- 
ority in proportion to his responsibility and should 
deny responsibility for the plans of others. As an 
example of a situation a recent case may be cited. 
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The patient was incompetent to assume full per- 
sonal responsibility, and the following list of inter- 
ested people were repeatedly interviewed: wife, in- 
telligent, energetic, critical; mother, Christian Sci- 
entist, clever, scheming, primarily antagonistic; 
three children, 14, 16, and 21 years of age; female 
cousin and advisor of the wife; lawyer, business as- 
sociate of the patient; lawyer, consulted by the 
wife; business secretary of the patient; psychi- 
atrist, suggested by the wife’s lawyer and inter- 
viewed by the wife, but did not see the patient; 
two physicians who were temporarily on the case, 
one of whom referred the patient; uncle of the pa- 
tient, prominent business man; chauffeur and 
housekeeper, employed in the patient’s home. 

Each of these fifteen people played a part in the 
case requiring the attention of the psychiatrist, 
each was critical, had a personal interest and a 
personal viewpoint, and all were happy at the fa- 
vorable outcome of the case after six months of 
interviews, during which the patient was treated 
with vitamins, insulin, psychotherapy, etc. 

The following suggestions are offered as axio- 
matic rules of psychotherapy, not that they are 
new, but for the reason that they deserve empha- 
sis. Few physicians, even psychiatrists, always re- 
member to apply the rules of common sense in 
their professional relationships. 


CASE MANAGEMENT 

1. Be persistent in telling and proving that you 
have a friendly interest in the welfare of your pa- 
tient. Sincere professional friendliness reinforces 
professional knowledge and skill in winning con- 
fidence and cooperation. 

2. Study the emotional habits and sensitizations 
of people, and avoid wounding their pride or in- 
sulting their intelilgence. Be as considerate of their 
physical and mental comfort as you would those 
of a house-guest. 

3. Never tell a patient that there is nothing the 
matter with him, and that he must “snap out of 
it”. Such statements convince the patient either 
that you do not understand his complaint and are 
accusing him of insincerity, or that he has some 
serious condition that you do understand but are 
covering up. 

4. Be consistently honest and tell all necessary 
facts, but carefully prepare the way for bad news 
that must be told, and for constructive personal 
criticism that may hurt pride. False encouragement 
is usually futile. 

5. Do not accuse your patients of their faults, 
but ask them if they have any and what they are. 
They tolerate self-criticism better than the fault- 
finding by others. 

6. Do not discuss the patient or his symptoms 
with others in his presence or within his hearing, 
and so protect him from the tactless remarks of 
others and your own ill-considered statements. 

7. Be a good listener and thus get your pa- 
tient’s viewpoint and his confidence at the same 
time. 
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8. Do not blame the patient unduly if he fails 
to follow your directions. Perhaps you have not 
sold him sufficiently on your plan of treatment, or 
even or yourself as a doctor. If your salesmanship 
is good enough he will take his medicine. 

9. Under all circumstances keep your own emo- 
tional composure. Losing patience or temper is 
evidence of professional inadequacy and the in- 
dulgence of personal felings. It may be compared 
to a father angrily punishing a child, or a dentist 
impatiently pulling a tooth; he might get the 
wrong tooth! 

10. Avoid the attitude of defeat. Patients un- 
derstand facial expressions and mannerisms often 
better than words, and the air of doubt or discour- 
agement on the part of the physician reacts un- 
favorably on the emotions of the patient. 

11. Commendation and approval, sincerely giv- 
en, serve as sugar coating for necessary criticism, 
and as antidotes for discouragement. 

12. Do not continue too long as a crutch for 
your patient, or make too many decisions for him. 
Give him information which he may use and help 
him to formulate plans, but induce him to decide 
for himself and carry his own responsibilities with- 
in the limits of his capacity. 


SOUTHWESTERN MEDICINE 


October, 1940 


13. Do not advise or approve of extramarital 
sex relationship as a therapeutic measure. Sex is 
a double-edged sword and often cuts in the wrong 
direction. The emotional and sentimental reac- 
tions involved in the entire field of the reproduc- 
tive instincts cannot be satisfactorily adjusted on 
a superficial or temporary basis. It is better for 
the patient to sublimate his sex energy in the di- 
rection of constructive occupation and intellectual 
development than to seek relief in illadvised self- 
indulgence and so jump out of the frying-pan into 
the fire. 

In conclusion it may be emphasized that all 
practicing physicians, of whatever school or spe- 
cialty, are dealing with human personality as well 
as physical disease, and therefore are practicing 
psychiatry either consciously or intuitively and 
with varying degrees of success. To the psychi- 
atrist it appears that efficiency and success in 
other departments of medicine will be promoted by 
the study and application of the established facts 
and principles of psychiatry, and that advances in 
psychiatry will be promoted by a broader knowl- 
edge of the physical and chemical factors of dis- 
ease on the part of the psychiatrist. 
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Bronchial Obstruction 


THOMAS H. BATE, M. D. 
Phoeniz, Arizona 


RONCHIAL obstruction has been discussed 
periodically for the past several years. The 
subject is rarely treated as an entity. Most of the 
papers discussing bronchial obstruction deal with 
various aspects of the problem. It has been our 
feeling for sometime, that bronchial obstruction 
should be dealt with as an entity rather than from 
the viewpoint of its component parts. It is the 
purpose of this paper to point out the most essen- 
tial diagnostic factors of bronchial obstruction— 
to indicate something of the physiology which are 
involved in the production of the various signs and 
symptoms. The most common findings in the his- 
tory and the physical examination of a patient 
suffering with bronchial obstruction will be indi- 
cated and the leading factors of roentgenological 
diagnostic methods will be discussed. The etiologi- 
cal agents producing bronchial obstruction will be 
classed and indication of the correct lines of ther- 
apy will be shown. 

Bronchial obstruction may be defined as a syn- 
drome which presents a definite group of clinical, 
physical and x-ray findings, which appear in a 
fixed sequence, the exact nature and extent of the 
findings being dependent on the development of 
the obstruction at the time the condition is studied. 

Bronchial obstruction may be either acute or 
chronic. The acute obstruction most frequently 
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results from inspissated foreign bodies. The foreign 
bodies may act in a number of different ways, de- 
pending upon the size, shape and exact position of 
their arrestment. Vegetable bodies, such as beans 
and seeds, frequently give rise to a particular type 
of bronchitis, due to their protein content. These 
bodies. always result in acute bronchial obstruc- 
tion. With metalic bodies, the symptoms may be 
present for a time and then become quiescent, pro- 
ducing what is commonly termed the “symptomless 
interval”, and remain in this state for periods of 
time varying from a few hours to several years. 
Chronic bronchial obstruction results chiefly from 
tumor growth of the mediastrinum or the bronchi 
themselves. The obstruction may result from the 
production of inflammatory granulations. Chronic 
obstruction may also be the result of congenital 
webs: 
I. Endobronchial 
A. Foreign Body 
1. Opaque foreign bodies 
2. Non-opaque foreign bodies 
a. Inspissated 
b. Post-operative 
II. Peribronchial 
A. Tumors 

1. Benign tumors 

2. Malignant tumors 

3. Inflammatory 

4. Congenital Stenosis 
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Ill. Extrabronchial 
A. Vascular 
1. Annuerysm of the aorta 
B. Glandular 
1. Tubercular glands in the mediasti- 
num. 
2. Hodgkin’s glands in the mediastinum 
3. Malignant glands 
a. Primary 
b. Metastatic. 


Numerous investigators have pointed out and 
conclusively proven the method by which the lung 
is emptied and protected from invading extrane- 
ous bodies. The lining of the respiratory tract is 
covered with celiated apethelium. The action of 
the celia is towards the mouth. 


The second most important defense mechanism 
is the peristatic action of the bronchi and bron- 
chials. The third and perhaps most powerful 
mechanism is the cough reflex. The exact mech- 
anism of this phenomenon is a disputed question. 
Suffice to say the results produced by the cough 
tends towards emptying the lung of foreign mate- 
rial. 

There is a small amount of normal secretion in 
the secondary bronchi and terminal bronchioles. 
This is an important factor in aiding the defense 
mechanisms of ridding the lung of invading agents. 
This secretion is produced by the numerous epe- 
thelial cells which are scattered through the tra- 
cheo-bronchial tree. The nature of the invader 
may determine the abundance of secretion pres- 
ent in the distal portion of the bronchi. In the case 
of vegetable matter, secretion is abundant, where- 
as with metalic bodies, secretion is small. The 
amount of secretion is always dependent upon the 
completeness of the obstruction and the presence 
of infective material. 

The location of foreign bodies in the tracheo- 
bronchial tree determines the exact nature of the 
diagnostic signs and symptoms. Bronchial obstruc- 
tion may be caused from the obstruction of the 
larynx, the trachea or the bronchi themselves. In 
diagnosing the conditions of bronchial obstruc- 
tion, the same rules apply as in making diagnosis 
in any other field. The history is important. Due 
to the dramatic effects caused by acute bronchial 
obstruction, the patient and surrounding persons 
are very apt to give inadequate and incorerct 
statements. 

Persistent questioning will frequently give clew 
to an aspirating foreign body. The history obtained 
with chronic bronchial obstruction is varied and 
contains only a few significant points. Hemoptysis, 
shortness of breath and cyanosis occur most fre- 
quently in the histories of patients suffering from 
chronic bronchial obstruction. 


LARYNGEAL FOREIGN BODIES 
The most common symptoms resulting from for- 
eign bodies in the larynx may be tabulated as fol- 
lows: 
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1. Hoarseness 5. ‘Wheezing . 

2. Aphonia 6. Haeomoptysis 
3. Cough 7. Dyspnoea 

4. Stridor 8. Cyanosis 


Obstruction in the larynx, due to a foreign body, 
is frequently a transient thing, because it may slip 
below the larynx, it may slip down the esophagus; 
and it may be spat out. Acute obstruction of the 
trachea most frequently causes hoarseness, cyano- 
sis and dyspnoea. Foreign bodies in the bronchi 
themselves usually result in the production of 
cough, dyspnoea, cyanosis and frequently hoeomo- 
ptysis. 

Chronic bronchial obstruction is not so dramatic 
in its onset as is acute obstruction. The symptoms 
caused by chronic bronchial obstruction depend, 
of course, upon the type of etiological agent pro- 
ducing the obstruction. Dyspnoea, haeomoptysis 
and cyanosis are the chief symptoms which occur. 
With malignant neoplasms, the patient may show 
extreme emaciation, 

The symptoms caused by obstruction of the lar- 
ynx are well known and the invader is very easily 
demonstrated with the aid of a posterior laryngeal 
mirror. Foreign bodies in the trachea are general- 
ly moveable. They produce an auditory slap, which 
may be heard by placing the ear or stethoscope over 
the persons trachea, or at the patient’s mouth. The 
asthmatoid wheeze is another unique sign of for- 
eign body in the trachea. Occasionally it is possible 
to place the finger over the patient’s trachea and 
feel a definite thud as the foreign body shifts its 
position. At this point allow us to sound a note of 
caution. Do not turn patient upside down and strike 
on the back. We have seen two deaths result from 
this procedure. The foreign body was unpacted in- 
to the larynx and death occurred due to strangu- 
lation. 

BRONCHIAL FOREIGN BODIES 

Foreign bodies in the bronchi themselves, give 
rise to the following signs: 

1. Limited expansion on the effected side. 

2. Diminished breath sounds distal to the ob- 
struction. 

3. Altered breath sounds at the location of the 
obstruction. 

4. Vocal fremitus is frequently decreased be- 
yond obstruction. 

5. The percussion note is generally impaired be- 
yond the point of obstruction. 

The diagnosis of bronchial obstruction is very 
difficult to make upon the physical findings and 
history alone. The chest must be studied by x-ray 
methods. Plates should be made at both extremes 
of the respiratory cycle in order that the obstruc- 
tion may be located more accurately. The method 
we employ is to fluoroscope the patient first. The 
fluoroscope is carried out from the top of the naso- 
pharynx to the ischial tuberosities. In this manner 
foreign bodies at either extremity of the patient 
examined are rarely missed. In the case of an 
opaque body in the upper portion of the chest, it 
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is our practice to give the patient a capsule of 
barium sulphate, have him swallow it and watch 
its course under the fluoroscope. This procedure 
serves to differentiate the location of the foreign 
body in the esophagus from one in the trachea. If 
the obstruction proves to be in the respiratory 
mechanism, chest plates are then made. While the 
x-ray films are being exposed, the patient is cau- 
tioned not to take a deep breath, but to breathe 
as normally as possible. By this method, areas of 
emphysema may be discovered, whereas, if the pa- 
tient has taken a deep breath, as is the common 
method of making chest plates, the area would be 
entirely overlooked. The x-ray findings of bron- 
chial obstruction depends entirely upon the com- 
pleteness of the obstruction. If the obstructing 
agent acts as a ball valve permitting air to enter 
and very little to leave, obstruction emphysema is 
apparent on the x-ray plate. This area of the lung 
field is over-inflated and, of course, is increased 
in transparency. The mediastinal contents are dis- 
placed away from the affected side. The diaphram 
is generally flattened and frequently less motile 
than on the unaffected side. The intercostal spaces 
are widened on the affected side. If the obstruc- 
tion is complete, or if the obstructing agent is of 
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vegetable matter, abundant secretion is present. 
This results in the condition frequently termed 
as “drowned lung”, the terminal result of obstruc- 
tive atelectasis. The x-ray plate shows the medi- 
astinal contents drawn towards the affected side. 
The obstructing area is more dense in appear- 
ance, the intercostal spaces are flattened. The 
diaphram is usually fixed and slightly elevated. 
The volume of the lung becomes less. 

The treatment of bronchial obstruction de- 
pends entirely upon the etiological agent produc- 
ing the obstruction. If this cannot be determined 
from history, physical and roentgonological ex- 
amination, the bronchoscope must be used. For- 
eign bodies of the respiratory passages are now 
more easily removed by endoscope methods in the 
hands of the trained endoscopist. 

If the obstructing agent is malignant neo- 
plasms, several courses of treatment are indi- 
cated. First of all, it may be possible to remove 
the growth through a bronchoscope; secondly, 
it is always possible to implant radium at the 
site of the tumor; thirdly, massive doses of x-ray 
may be used and lastly, lobectomy or pneumo- 
nectomy may be employed. 
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Retention Catheter Treatment 


of Vesico-Vaginal Fistula 


ROBERT F. THOMPSON, M.D. 
El Paso, Texas 


Case Report 


HE conservative treatment of vesico-vaginal 
fistula by retention catheter appears to be 

a somewhat neglected surgical procedure. A search 
of the literature reveals the fact that very little 
has been written concerning this subject, end that 
only a very few authors have described cures by 
this method. It is true that certainly all instances 
of this distressing condition cannot be cured by 
such a simple measure (nor are all of them cured 
by one operation, for that matter). Yet, for those 
cases where operation is undesired; where con- 
servative effort can be given a trial preliminary to 
a more radical attempt at cure later if permanent 
catheterization fails; for undesirable operative 
risks, etc., the procedure appears to have a place. 

Apajalahti mentions 45 cases treated conserva- 
tively by permanent catheterization with complete 
healing in 10 instances. Deutschman in 1932 re- 
ported four cases. 

O’Conor in 1938 reviewed the meager literature 
on this subject and reported six cases, two of whom 
received anti-luetic treatment for syphilis which 
had been discovered in the course of examination. 

Ottow & Quinby have suggested cystoscopic elec- 
tro coagulation of the fistula for the purpose of 
stimulating the process of healing in conjunction 
with continuous bladder drainage. 


The following case presentation describes an in- 
stance of vesico-vaginal fistula which was com- 
pletely cured in four months by permanent cath- 
eterization. 

CASE REPORT 

Mexican, age 57, female. 

This woman was first seen on April 3, 1939, com- 
plaining of vaginal urinary leakage. Upon exam- 
ination a constant flow of urine was seen to be 
issuing from the vagina with a great deal of scald- 
ing and irritation to the perineum. 

Vaginal examination revealed a vesico-vaginal 
fistula deep in the vagina and a midline abdom- 
inal scar was present in which there was a large 
herniation. She stated that she had been operated 
upon about three months previously. The history 
obtained concerning this operation was as follows: 

In December 1938 she sought medical attention 
because of vaginal bleeding, having passed - the 
menopause several years previously. Examination 
at that time disclosed a suspicious lesion on the 
cervix and biopsy revealed that the lesion was 
Grade Three carcinoma. On December 21, 1938, a 
total hysterectomy was performed elsewhere. The 
tubes and ovaries were not removed. During the 
convalescence she developed urinary drainage 
through the vagina. She was told that she had a 
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vesico-vaginal fistula and operation was advised. 
However, she did not desire any further surgery 
and suffered the inconvenience of continued urin- 
ary soiling up until she was first seen in our office 
four months after the operation. 

As she was determined not to have any more 
surgery conservative treatment was planned. Con- 
sequently, she was hospitalized on April 8, 1939, 
the urethra dilated, and a large Pezzer catheter 
inserted into the bladder for continual drainage. 
She was placed on her abdomen and stayed in this 
position for ten days when the Pezzer catheter was 
removed, due to the irritation it had produced, and 
she went home. A few days later we were encour- 
aged to find that even though there was still vag- 
inal drainage of urine, the bladder was retaining 
a small quantity of urine whereas previously it had 
retained none. 

On May 3, 1939 she was returned to the hospital 
and at this time the bladder and urethral irrita- 
tion had subsided. A Pezzer catheter was inserted 
and continual urinary drainage effected as before. 
She remained in the hospital a week and during 
this period of hospitalization the symptoms of nau- 
sea and vomiting and diarrhea first appeared, but 
symptomatic medication brought them under con- 
trol. Stool examination was negative and study of 
her blood revealed a four plus Wassermann and 
marked secondary anemia. 

She left the hospital with the retention catheter 
in place and remained in bed for several weeks un- 
til the catheter produced so much urethral and 
bladder irritation that it was removed and left out 
until all signs of irritation disappeared, then it was 
reinserted and we were encouraged to note that the 
bladder capacity was gradually increasing all the 
while. 

In August, 1939, approximately four months af- 
ter treatment was started she was completely dry 
and the bladder was found to contain a normal 
quantity of urine upon catheterization with no 
vaginal leakage whatsoever. The treatment pur- 
sued during this interval had been to leave the 
retention catheter in the urethra as long as pos- 
sible until urethral and bladder irritation necessi- 
tated its removal; then as quickly as the irritation 
subsided the retention catheter was reinserted. 
During the first month she was in bed most of 
the time. During the last three months she was 
up and about, sitting in a chair most of the time, 
carrying a gallon jug around the room with her, 
into which flowed the continual urinary drainage 
from the retention catheter. 

Before she remained continually dry there was 
a period when she was completely dry upon sitting 
and walking but upon going up stairs vaginal leak- 
age occurred. However, as the bladder function 
slowly was restored to normal, this soon disappear- 
ed and she was completely and thoroughly dry at 
all times. 

On November 29, 1939 she was admitted to the 
hospital once more with the complaint of nausea, 
vomiting and diarrhea. This was the second time 
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these symptoms had appeared. The ventral hernia 
was giving her some concern, too, at this time, and 
the blood pressure was found to be 180-100. The 
Wasserman was repeated and found to be positive, 
as before. Marked secondary anemia was still pres- 
ent and stool examinations were negative. In a few 
days her symptoms of nausea, vomiting and diar- 
rhea were relieved by symptomatic treatment and 
she left the hospital, at which time anti-luetic 
treatment was started, together with periodic liver 
injections and dietary efforts directed at the cor- 
rection of the anemia. 

For about four months she enjoyed comparative- 
ly good health. Her bladder function was entire- 
ly normal and she remained dry continually. How- 
ever, on January 24, 1940 she was admitted to the 
hospital once again with the previous symptoms 
of nausea, vomiting and diarrhea. At this time the 
right kidney was found to be markedly swollen and 
tender. Cystoscopy was done but a definite im- 
passable obstruction was found in each ureter just 
behind the bladder. A flat x-ray plate was made 
(K. U. B.) which, besides showing the right kidney 
to be swollen, was unremarkable. Renal function 
tests were made which disclosed that the kidneys 
were functioning very poorly. Only 6.4% of the 
Phenolsulphonpthalen was recovered during a four 
hour interval. The N. P. N. was 62. Spinal fluid 
examination revealed a cell count of 8; globulin, 
positive; Kahn & Eagle, negative. 

On January 27 cystoscopy was repeated. Again 
at this time, definite obstruction was found in each 
ureter just behind the bladder, as before. Rectal 
examination was made and a hard nodular mass 
was felt in the pelvis. The sensation to palpation 
was similar to that found in a man with a large, 
hard, nodular prostate. A Hinman catheter was 
inserted into the right ureter plugging the ori- 
fice completely and Skiodan was injected, hoping 
that a pyelogram could be obtained of the right 
kidney and ureter. However, none of the dye 
passed the absolute obstruction in the ureter. 

Intravenous pyelograms were made now, but 
presumably due to the greatly decreased secre- 
tory power of the kidney very unsatisfactory pic- 
tures were obtained. No shadows were seen in 
either kidney area and only a slight suggestion of 
a shadow was observed in the bladder. X-rays of 
the gastro-intestinal tract disclosed no definite 
pathology. However, an appreciable degree of 
pyloric spasm was noted. 

On January 31, 1940 she left the hospital great- 
ly improved. The swollen right kidney had sub- 
sided, as well as the nausea, vomiting and diar- 
rhea. Presumably the cystoscopic manipulation 
of the ureters had improved the urinary drain- 
age on the right side and allowed the kidney to 
empty itself. For the next two and a half months 
she again enjoyed comparatively good health, and 
was coming to the office regularly, during which 
she received anti-luetic and liver injections. The 
anti-luetic treatment consisted of small doses of 
Bismuth Subsalicylate and Potassium Iodide oral- 
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ly. Due to her diminished renal function it was 
not considered wise to give Arsphenamine. ; 

On April 19, 1940 she was admitted to the hos- 
pital for the fifth and last time with the same 
complaints as previously, nausea, vomiting and 
diarrhea. This time the urine was found to be 
quite purulent, also. Stool examinations were re- 
peated once more and were negative. The vomit- 
ing was more profuse now than it had ever been. 
She was unable to retain any food or water with- 
out vomiting. Intravenous glucose and saline were 
started which at first improved her general con- 
dition but not for long. She became comatose 
after being in the hospital a few days; the urinary 
output diminished; the coma deepened, and death 
ensued on April 25, 1940. 


AUTOPSY REPORT: (Dr. L. O. Dutton) 


The body is that of an elderly Mexican woman 
showing emaciation. The only external feature 
of note is a large protruding ventral hernia in 
the midline just below the umbilicus. Only the 
abdomen was opened. The hernia ring was seen 
to be about 4% inches in the greatest diameter. 
Stomach and intestinal tract were normal. Liver 
and spleen were normal. Uterus was absent. 
Wall of the bladder was thickened and inflamed, 
and the organ contained a small quantity of puru- 
lent urine. Posterior and above the bladder there 
was a large, irregular, dense mass which was inti- 
mately adherent to the posterior bladder wall and 
the rectum, and through which both ureters cours- 
ed. 
Within the mass the ureters were constricted 
almost completely. Above the mass the ureters 
were dilated to about % inch in diameter, and 
the kidney pelvis was dilated. The kidneys 
showed gross evidence of nephritis, with dam- 
age to the cortex and the pyramids. 

Microscopic: Sections of the mass show nu- 
merous nests of embryonic epithelial cells which 
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failed to show any characteristics that would in- 
dicate their point of origin. 


ANATOMICAL DIAGNOSIS: 


(1) Medullary type carcinoma of the pelvis 
with obstruction to the ureters. 

(2) Cystitis. 

(3) Dilatation of the ureters and the pelvis 
of the kidneys. 

(4) Pyonephritis. 

Cause of Death: -Anuria and uremia, incident 

to above pathology. 


SUMMARY 


Reconstructing the events taking place in this 
case, they appeared to have been as follows: 

For carcinoma of the cervix a total hysterectomy 
was done elsewhere. Presumably metastasis to 
the pelvis had already taken place at the time 
of this operation. 

Following the hysterectomy a_ vesico-vaginal 
fistula appeared which was cured in four 
months by the conservative procedure of insti- 
tuting continual bladder drainage by means of 
retention catheter. 

The persistent symptoms of nausea, vomiting 
and diarrhea were evidently due to the metas- 
tatic growth of carcinoma in the cul-del-sac in- 
vading the ureters just behind the bladder, and 
also the rectum, producing increasing obstruc- 
tion to the urinary flow resulting in pyelone- 
phritis, uremia and ultimate death. 


Mills Bide. 
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Abdominal Surgical Emergencies 


E. PAYNE PALMER, M.D. 
Phoenix, Arizona 


HE presence of an acute abdominal pain, of 
nausea and vomiting for as long as six hours, 
should make one suspicious of an acute abdominal 
emergency that requires a diagnosis, if possible, be- 
fore determining for or against surgery. Prompt 
action is usually called for in such cases, as they 
frequently occur in persons previously well; 
though they may develop in the patient ill from 
other causes. 

Nevertheless, the patient with an abdominal 
emergency should be examined carefully, as I have 
said, to determine the diagnosis. He should not be 
subjected to an immediate operation until the 


Read before Annual Meeting of Arizona State Medical 
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physician is certain the indications are definite 
and the patient is in the best condition possible 
for the operation. Emergency operations are haz- 
ardous, and the mortality rate is high; for only 
too frequently are they performed without diag- 
nosis, without preoperating preparation, without 
an established schedule, without proper surgical 
assistance, and without an organized operating 
room staff. All of these things tend to lessen effi- 
ciency and to increase morbidity and mortality. 
In the vast majority of cases there is no indica- 
tion for unnecessary haste in operating. A rea- 
sonable delay, with time spent in trying to decide 
upon a diagnosis and in studying the patient’s 
general condition, may lead to a decision to délay 
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‘the operation or to take time to perform it under 
more favorable conditions. Though under some 
conditions a definite diagnosis can not be made, 
time spent in attempting such a diagnosis, and in 
preparing the patient for the procedure will still 
reward one for the effort, for this time will give a 
decreased morbidity and a lower mortality. 


APPENDICITIS 


Appendicitis is responsible for 50 per cent of ab- 
dominal emergency surgery, and there is an ever 
increasing mortality rate, now approximating 
25,000 deaths annually. There are two types of ap- 
pendiceal diseases, i.e., the acute inflammatory and 
the obstructive type. Appendicitis may occur at 
any age. It is rare under two years, but it does oc- 
cur in a rapidly increasing proportion above this 
age. It is most frequent between the second and 
third decades. The most important symptoms in 
acute appendicitis are pain—first located in the 
epigastrium or in the region of the umbilicus, which 
later localizes in the right lower fossa—nausea, 
vomiting, and irregularity in bowel habits. Chil- 
dren have convulsions. Tenderness is the most im- 
portant physical sign, the maximum being over 
McBurney’s or Lanz points. Rectal examinations 
should be made in all cases that are suspected of 
having acute appendicitis, as the location of the 
appendix in the pelvis frequently confuse the di- 
agnosis. The temperature may vary from normal 
to 101°F, and, unless the patient is a child, a hy- 
perpyrexia is rarely seen. The pulse rate is usual- 
ly in proportion to the temperature. Leucocytosis 
is usually constant although variable, with an in- 
crease in the polymorphonuclear leucocytes. 

Acute appendicitis in infancy and childhood runs 
a rapid destructive course; so an early diagnosis 
is most important. In the aged it may resemble in- 
testinal obstruction of slow onset with an “acute 
indigestion” pain commonly referred to the epi- 
gastrium, rarely to the right iliac fossa. Appendi- 
citis is a surgical disease amenable only to surgical 
treatment; the patient should be operated upon as 
soon as the diagnosis is made, and he has been 
properly prepared, provided there are no contra- 
indications. An appendectomy with intraperitoneal 
conditions permitting a closure of the wound with- 
out drainage will result in a prompt uncompli- 
cated recovery. In the first forty-eight hours of 
the attack, even when the degree and extent of 
tenderness and rigidity suggests spreading peri- 
acute appendicitis, complicated by a ‘spreading 
peritonitis, is best treated conservatively until 
the acute process subsides; then it may be oper- 
ated upon later. In case of an appendiceal -ab- 
scess formation, the operation should be delayed 
until localization is complete. If the appendix 
cannot be found at once, establish drainage, close 
the peritoneum partially, and pack the wound with 
vaseline gauze; subsequently in six to eight weeks 
the appendix may be removed. The age of the pa- 
tient should never influence one’s judgment .in de- 
ciding upon the type of treatment; the physical 
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and pathological findings alone should indicate 
what course to follow. 


CHOLECYSTITIS 

Acute cholecystitis is usually accompanied by se- 
vere abdominal pain, nausea, vomiting, an elevation 
of temperature and pulse rate, leucocytosis, and 
jaundice. There is also muscle rigidity and a pal- 
pable tender mass in the right upper quadrant. If 
we add to this picture recurring chills, then a cho- 
langitis is to be suspected. The latter is a disease 
of the greatest seriousness. Gangrene and perfor- 
ation are not infrequent, especially in patients 
over sixty years of age. Consequently they should 
be suspected when there is an increase of pain and 
leucocytosis. 

The majority of cases of acute cholecystitis 
should be treated conservatively. The physician’s 
first task is to relieve the pain and restore the bio- 
chemical balance. If the symptoms persist with an 
increase of pain and leucocytosis, then an opera- 
tion is indicated. The procedure to be followed will 
depend upon the condition of the gall bladder. 
Cholecystostomy may seem advisable; however, 
cholecystectomy is preferable whenever it is pos- 
sible. An incision through the seromuscular coat 
of the gall bladder and shelling out the mucous 
membrane is most satisfactory, or a partial cho- 
lecystectomy, with excision of all the gall bladder 
except that portion attached to the liver; the mu- 
cous membrane of this area should be destroyed 
by electro-coagulation and a tag of omentum su- 
tured over the raw area. With acute cholangitis, 
drainage of the gall bladder and common bile 
duct should be estabilshed without undue delay. 
It must be remembered, however, that explora- 
tion of the common bile duct is inadvisable in the 
presence of an acute inflammation. 


DUODENAL AND GASTRIC ULCERS 

Duodenal and gastric ulcers hemorrhage and 
perforate. The incidence of hemorrhage with per- 
foration occurs in approximately 1 per cent of 
patients with ulcers. Massive hemorrhage fre- 
quently appears without having shown any pre- 
vious symptoms; usually it evolves from a pos- 
terior duodenal ulcer. It is sudden in onset, caus- 
ing faintness, weakness, pallor, and a rapid, feeble 
pulse. Vomiting of blood is frequent, and tarry 
stools will follow. The diagnosis of a hemorrhage 
from duodenal and gastric ulcers can usually be 
made from the history and roentgenograms. An 
operation during the acute stage may be a life 
saving measure in a massive or‘recurring hemor- 
rhage, which does not stop spontaneously. Liga- 
tion of the bleeding vessel is indicated in spite 
of seriousness of such a procedure. With duodenal 
hemorrhage from an ulcer on the posterior wall, 
a transduodenal ligation of bleeding vessel or sep- 
aration of the duodenum from the base of the ul- 
cer, ligate the eroded vessel and close the duo- 
denum. In gastric hemorrhage, the bleeding ar- 
tery is ligated or the ulcer excised. When the ul- 

(Continued page 348) 
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AXE GRINDING 


Ill blows the wind and sorry are the times that 
dull man’s sense of the proprieties when the sci- 
entific journals of the land forsake their rich cul- 
tural fields for the smelly barnyard of politics. 

The usual crisis is upon us that makes jittering 
maniacs out of ordinarily reasonable creatures. 
This is the crisis where “America stands at the 
cross roads’—as it does every four years, depend- 
ing upon who is doing the viewing with alarm. As 
physicians we are apt to boast between presiden- 
tial elections of our calm, objective judgment re- 
garding humans and their frailties. We imagine 
that we are reasonable, balanced, and smile charm- 
ingly at other men’s foolishness. 


And now the feet of clay are uncovered to the 
view of all. Certainly, as citizens medical men 
should have convictions and beliefs regarding can- 
didates for office. By the same token—citizens of 
what? Our own particular interests, or those of 
the American people at large? In forming our 
political opinions let us not make the mistake of 
deciding against the candidate for any office who 
is not promising our own little pressure group the 
moon and its lovely mountains. Let us carefully 
discriminate between convictions based on the 
common good as contrasted to those springing from 
narrow personal desires. If our democracy is not 
to fall of its own burden of conflicting weights of 
various pressure groups a few million of our own 
citizens are going to have to begin thinking in 


October, 1940 


terms. of the national good.* That goes for-any 
group with special interests to maintain. Any mem- 
ber of Congress can elaborate this thesis ad infini- 
tum. After which bold aside it should be repeated 
that physicians individually should have firm no- 
tions about politics, just as should the banker or 
lawyer or anyone else. But, in the name of com- 
mon sense, what place can these politics properly 
occupy in the councils of organized medicine? What 
a sacrilege to drag smelly carcasses in the house 
of science! Yet, in the past two months, several 
of the leading medical journals of the country 
have lent their columns to office seekers for purely 
political purposes. Editors of non-partisan scienti- 
fic publications should remember that one of the 
important rules of that branch of journalism is 
this: axes are not ground at any time, for any- 
body! For when the axes begin to get ground, the 
alleged objective journal of science becomes some- 
body’s house organ or promotion pamphlet. Rec- 
ognition of this tenet is not spineless acquiescence 
in the status quo, good or bad as it may be. It is 
simply a definition of one’s field of endeavor, and 
a statement of awareness that that field is large 
enough and rich enough to require all of one’s tal- 
ents in laboring therein. Organized labor has met 
with much bitter criticism, and has lost much of 
its power to advance some of its worthy aspects by 
indulging officially in politics. So might be said 
of other pressure groups in the country. Let or- 
ganized medicine beware of enthusiasts, sincere 
though they be, who now or hereafter attempt to 
lead their profession into the tricky, smelly realm 
of politics. That high place in public opinion that 
medicine now proudly occupies could be lost in a 
twinkling, if the people ever get the notion that 
medicine is playing politics, and is truant from its 
own field—taking care of the health of the nation. 

Every man likes a short spree of some sort at 
some time. But the smart fellow knows when to 
stop short of dipsomania. Dog days are past, but 
perhaps just a bit of madness fringed: over into 
cooler times when our cherished colleagues let down 
the bars in their journals to politics “as she is 
played.” For the sake of the calling we love and 
esteem, let the prayer be wafted that the camel 
may yet be kicked out of our tent. It is time for 
doctors of medicine to return to their jealous mis- 
tress. 

No axes ground today! 


RED CROSS HOSPITAL SOCIAL SERVICE 

Expansion of our armed forces to several times 
their present size means an expansion of Red Cross 
activity on behalf of the armed forces of the Unit- 
ed States. This activity, incidentally, is an obli- 
gation imposed on the organization by its Congres- 


* You will not be affirming your ideals if you vote because 
you think you will personally gain something by it. You will 


not be affirming your ideals if you vote out of ignorance. (In 
this country no one is obliged to be ignorant.) You will not be 
affirming your ideals if you make your choice for a President 
of all America on the basis of some local issue or some local 
prejudice —LIFE, October 21, 1940. 
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. sional Charter, and one which must always be met 
adequately. 
| A realization of what may be required of the 
Red Cross may be had from the knowledge that 
during the past year more than 40,000 men of the 
Army, Navy, Marine Corps and Coast Guard, or 
members of their families, received some sort of 
assistance in meeting their problems. Though 
many of these cases are of comparatively minor 
importance to all but the individual concerned, 


AMERICAN 
RED CROSS 


‘there are quite a number that are classified un- 
der Medical Social Service and which are daily 
proving the value of this increasingly important 
Red Cross activity. 

~*~ Anent this activity, Captain Lucius W. Johnson, 
of the Navy Medical Corps, had this to say in a 
recent article, “Administration of Naval Hospitals,” 
““which appeared in the magazine HOSPITALS: 


“Social Service is a field of great importance in . 


Naval hospitals. When a man is disabled and dis- 
charged from the service, aid is needed when he re- 


_ turns to his home to reestablish him there, so that . 


he will not be a burden on the community. Fam- 
ily emergencies occur, and worry over them may 
be a serious handicap to a patient’s recovery. In 


mental and disciplinary cases it is often important . 


to determine the man’s social and family back- 
. ground. There is a very satisfactory arrangement 
with the American Red Cross, which maintains ex- 
-pert- social workers in our Naval hospitals to aid 
_in adjusting such difficulties in hurian relations. 
It is a pleasure to pay tribute to this beneficent or- 
_ ganization and to its representatives, who do so 
‘much to smooth out the rough spots and to make 
. life happier for both staff and patients.” 


Only in periods of great emergency does the 


‘Red Cross make a special appeal for funds. Its 


‘normal activities are all supported from low an- 
_ hual.membership dues and such voluntary contri- 
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bution and gifts received for that purpose. Ahead 
of the Red Cross lie heavy tasks and expansion of 
its home services. To meet these obligations it 
needs the support of all those who believe in its 
aims and principles. During the annual Roll Call, 
which begins November 11 and ends November 30, 
everyone will be invited to join a local chapter and 
thus keep the Red Cross prepared to meet all its 
obligations. 


CIVILIAN MEDICAL OFFICERS 


The expansion of the army creates a need for 
about 600 civilian medical officers in various grades 
for temporary and part-time service. The duties of 
full-time officers will be to act as doctors of med- 
icine in active practice in hospitals, in dispen- 
saries, and in the field. The duty of part time of- 
ficers will be to report for sick call at a fixed hour 
each day and to be subject to emergency call at all 
times. 

The Civil Service Commission in making this 
announcement calls particular attention to the 
fact that part-time officers will be able to con- 
tinue their regular practice. In order that this 
may be done, appointments to the part-time posi- 
tions will be made of medical officers in the vicinity 
of the place of duty. 

Information concerning these positions may be 
obtained from the Secretary of the Board of the 
U. S. Civil Service Examiners at any first- or 
second-class post office, or from the United States 
Civil Service Commission, Washington, D. C. 
Physicians are urged to apply at once. This work 
is of the greatest importance to the success of the 
National Defense program. 


ON TO TUCSON! 


Elsewhere in this issue, contained in a supple- 
ment, is the completed program for the 26th annual 
convocation of the Southwestern Medical Associa- 
tion. For the first time in a supplement of this 
type pictures of the honor guests are shown. There 
is promise of a full schedule for all in attendance. 


' For 2% days every hour is filled with activity. 


It has long been known that post-graduate ses- 
sions such as the Southwestern Medical Association 
provides .are valuable in helping to increase the 
general level of medical education in the territory 
6erved. Meetings of state societies cannot carry 
all the burden, hence cooperative groups must lend 
aid. A meeting such as this scheduled to open in 
Tucson November 21 offers a concentrated course 
in the new in medicine. It is difficult to under- 
stand how any physician who is interested at all 
in keeping pace with his demanding profession can 
wilfully neglect to attend post-graduate training 
schools brought to his very door by the various 
clinical societies, as does the Southwestern Medical 
Association. No long trip across the continent is - 
necessary, no huge monetary expense—for rather 
the best and the newest come to the man in the 


_ field who will but give heed, plus a few days of his 


time. ‘ The cost, because it is a cooperative en- 
deavor, is a small trifle. The returns to the man 
in attendance are immeasurable. 

The Tucson committees have arranged for one 
of the most complete and well-balanced programs 
ever sponsored by the Association. They now offer 
this work of theirs for the scrutiny and certain 
approval of the entire medical profession of the 
Southwest. 

See you in Tucson November 21. 


| ( 
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Special Section 
Arizona State Medical Association 


PRESTON T. BROWN, M.D., Associate Editor 
403 Professional Bldg., Phoenix, Arizona 


REPORT OF THE ARIZONA DELEGATE 
TO THE EIGHTEENTH ANNUAL SESSION 
OF THE WOMAN’S AUXILIARY TO THE 
AMERICAN MEDICAL ASSOCIATION 


The eighteenth annual session of the Woman’s 
Auxiliary to the American Medical Association was 
convened in the grand ballroom of the Pennsyl- 
vania Hotel in New York City, Tuseday morning, 
June 11, 1940. Delegates representing every or- 
ganized woman’s auxiliary in the United States 
were in attendance. Mrs. Rollo K. Packard of Chi- 
cago was the presiding officer by virtue of her office 
as president. After the invocation by the Rev. 
Alfred Grant Walton, D.D., of Brooklyn, N. Y., 
Acting Mayor Newfold Maurice of New York City 
extended the hospitality of the metropolis to the 
delegates and friends. 

In response to the address of welcome, Mrs. J. D. 
‘Hamer of Phoenix, Arizona, recounted the activities 
and accomplishments of the individual and com- 
‘bined auxiliaries of the past, and very skillfully and 
entertainingly described the beauties of our own 
Southwest. Her talk was accepted attentively and 
enthusiastically. 

After the disposition of routine business, includ- 
ing the reports of officers and standing committees, 
the remainder of the two general sessions were de- 
voted to the president’s message and excellent talks 
by guest speakers, which included Dr. Rock Slyster, 
president of the American Medical Association; Dr. 
Morris Fishbein, editor of the American Medical 
Association Journal and Hygeia; Dr. Nathan B. 
Van Etten, president-elect of the American Medical 
Association, and Alphonse M. Schwitalla, S. J., Ph. 
D.,.dean of St. Louis School of Medicine. 

The entertainment features of the convention in- 
cluded two delightful luncheons at the Hotel Penn- 
sylvania, the annual dinner for the auxiliary, also 
at the Hotel Pennsylvania, and a reception and 
ball for the president of the American Medical 
Association at the grand ballroom of the Waldorf- 
Astoria. 

Sightseeing and shopping trips, attendance at the 
New York World’s Fair, and scenic flights over New 
“York City were at the disposal of the convention 
guests. 

Much credit is due to Mrs. Carlton F. Potter, 
general chairman of the local convention com- 
mittees, and her assistants for a well ordered pro- 
gram. 

Mrs. V. E. Holcomb of Charleston, W. Va., was 
installed as president for 1940-41. 

Respectfully submitted, 
MRS. H. W. KOHL. 


PRESIDENT’S MESSAGE 

At the convention of the Woman’s Auxiliary to 
the American Medical Association in New York City 
in June, the question which was present in all re- 
ports and all discussions was: “How can the aux- 
iliaries render the best service, not only to the med- 
ical profession, but to their respective communi- 
ties?” 

The chief problem seems to be that of finding a 
program which will give opportunities for satisfy- 
ing service and stimulate interest in the work. 
Many eligible members are still outside of our 
ranks because of the lack of such a program. 

Probably our most effective work can be done 
through three of our committees, namely the Public 
Relations, Hygeia and Legislative. Serious thought 
must be given, too, to the social side of organiza- 
tion and the promotion of friendly relationship be- 
tween the members. The developments of the med- 
ical military preparedness should also be followed 
with much interest and concern. 

The national organization this year is asking the 
state organizations to concentrate on increasing the 
circulation of the Bulletin, the official organ of 
the Woman’s Auxiliary to the American Medical 
Association. Through the medium of this publica- 
tion all auxiliary information of interest to the 
auxiliary membership can be transmitted. The 
Bulletin gives a clear picture of what is going on, 
what is likely to happen, what can be done about it, 
and what the auxiliary can do about it. This in- 
formation will come from the leading authorities 
of the medical profession. Having such informa- 
tion is most important to all of us, because we 
cannot be of service to others until we have first 
informed ourselves. 


May we adopt this year’s national theme of 
“Look Forward,” and be of real service to our pro- 
fession and our committees. 


MRS. J. D. HAMER. 


NATIONAL OFFICERS 1940-1941 


Pres.—Mrs, V. E. Holcombe, Charleston, W. Va. 

Pres,-Elect—Mrs. R. E. Mosiman, Seattle, Wash. 

First Vice-Pres—Mrs. Charles H. Werner, 8t. 
Joseph, Mo. 

Second Vice-Pres.—Mrs. Don Agard Epler, New- 
ark, N. J. 

— Vice-Pres.—Mrs. Eustace A. Allen, Atlan- 


a Vice-Pres.—Mrs. Arthur C. Jones, Boise, 


Rec. Secy.—Mrs. John L. Bauer, Brooklyn, N. Y. 


wk Secy.—Mrs. M. I. Mendeloff, Charleston, 


Treas.—Mrs. David W. Thomas, ‘Lock Haven, Pa. 
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THIS BUSINESS OF VOTING 


LECTION DAY is at hand. Those who will make and administer the 
laws of our state and land will be selected by the voters on Tuesday, 
November 5. The physicians of Arizona should be prepared to vote on 
that day. As citizens they should be concerned in seeing that only quali- 
fied persons are selected to important offices. As physicians they should’ 
support. candidates who can be counted. on to protect the health and. 
well-being of the people. 


There was a time when physicians gave little thought to candidates 
for office, and there also was a time when the candidate for public office 
gave little or no thought to the attitude of the medical’ profession on 
governmental questions. This is changing, and today finds both the medi- 
cal profession and the candidate on the playing field. Let it be understood 
that as an organization the medical profession is not officially aligned 
with any political party, but we are becoming vitally concerned in gov- 
ernmental.issues, both locally.and nationally, and more and more the fair 
stand of the medical profession in these matters is being recognized by 
candidates for all offices. 


Therefore, it is urged that physicians turn out and vote on Novem- 
ber 5. Much depends on your participation in the election, as the rela- 
tionship between the government and the medical profession can be good 
or bad, depending on the quality of those holding legislative and admin- 
istrative offices. 


VOTE! 


Fraternally yours, 


‘ PRESIDENT, 
ARIZONA STATE MEDICAL ASSOCIATION: 


i 
1 
J 
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Southwestern Medical Association 


MEETING 


Tucson, Arizona 
November 21, 22 and 23, 1940 


Official Convention Headquarters 
PIONEER HOTEL 


Single room—$3.00 per day. 

RATES } Double room, double bed—$4.00 per day. 
Double room, twin beds—$5.00 per day. 
(All rooms with private baths) 


There will be plenty of rooms. 


In another section in this issue of the Journal, you can find the official program for the 
meeting. It will really be a post-graduate assembly with intellectual nuggets for everyone at- 
tending. 


ENTERTAINMENT 


Since the Governors of Texas, New Mexico and Arizona are officially proclaiming 
Thursday, November 21, as Thanksgiving Day, the Pima County Medical Society has arranged 
for the banquet and dinner dance on that night instead of Friday. No efforts have been spared 
by the entertainment committee and the management of the Pioneer Hotel in carrying out 
a real Thanksgiving motif. To most of you Thanksgiving is still Thanksgiving and comes on 
the last Thursday of November, which is exactly one week later, and can be celebrated as 
usual at home. 

Remember also that Thursday, November 21, is a legal holiday and there will be no 
patients in the office. Since most of you do not have office hours Saturday afternoon, you 
will only be losing a day and a half. 

The ladies will be thoroughly entertained by the banquget, luncheon, buffet dinner, golf, 
trips to ‘‘Old Tucson”’ and other points of interest. 

On Saturday afternoon the golfers will have a tournament at the EI Rio Country Club, 
and there will be prizes for all. 


FOOTBALL 


The kick-off between the traditional rivals, the University of New Mexico and the Uni- 
versity of Arizona, comes at 8:00 o'clock Saturday evening (Nov. 23): at the stadium on the 
University of Arizona campus. 

The cheering section and the band of the University of Arizona are arranging some 
special between-the-halves entertainment for the doctors and their ladies... 

We expect the football game to be the climax of good fellowship and good-will among 
the members of the profession of the Southwest. 

We wish to group the medical group together in the stadium. Reserved seats will cost 
$1.65 each, including the tax. 

You can golf, visit or go sight-seeing Saturday afternoon, see the football game Saturday 
night, and return leisurely home Sunday. 

Monday morning, November 25, you can get back into the saddle greatly refreshed and 
armed with additional knowledge for the diagnosis and treatment of your patients. 


COME ONE - - - COME ALL 


Make all hotel reservations and reservations for the football game, including a check for 


your seats, through— 
DR. J. B. LITTLEFIELD 
311 Valley National Bank Building, Tucson, Arizona 
Chairman, Hotel Arrangements Committee 
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MEDICAL FRATERNITY 


TO 


YOUR HEADQUARTERS HOTEL 


ALL BUSINESS SESSIONS AND SOCIAL ACTIVITIES 
WILL BE HELD HERE 


MAKE RESERVATIONS EARLY 
A Single from $3.00 per day 
RATES: Double from $5.00 per day 


PIONEER 


TUCSON, ARIZONA 
J. M. PROCTER, Manager 


>. 
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ABDOMINAL SURGICAL EMERGENCIES 
(Continued from page 341) 


cer perforates into the pancreas, the stomach is 
separated from the pancreas, the artery is ligat- 
ed, the raw surface sutured, and the stomach 
closed. Use local infiltration anesthesia when 
operating to check duodenal and gastric hemor- 
rhage; transfuse before and after operation. 
Perforation of duodenal and gastric ulcers is esti- 
mated to occur in 10-15 per cent of all recognized 
cases. Perforation produces agonizing pain in 
the abdomen, boardlike rigidity of the abdominal 
muscles, shallow costal type respirations, pallor, 
an anxious expression. Shock may be present. 
Vomiting occurs in 50 per cent of the cases. Usu- 
ally there is a normal temperature until peri- 
tonitis develops. Roentgenograms will show the 
presence of a gas bubble. Following perforation, 
the sooner the operation the better; an operation 
within six hours will save the patient. After twen- 
ty-four hours, his chances are-greatly reduced. Use 
local infiltration anaesthesia; simple suture closure 
of the perforation, re-enforcing the suture line 
with omental graft. By all means complete the op- 
eration quickly. Follow the operation with trans- 
fusions, give intravenous of glucose solution freely, 
but give very little morphine.. The highest inci- 
dence of fatal complications are thoracic; primary 
shock is also very high. Perforating gastric car- 
cinoma produces the same symptoms as perforat- 
ing ulcers; it is naturally a more serious condi- 
tion, and peritonitis frequently results. Usually a 
partial gastrectomy will be necessary, as closure of 
the perforation will frequently result in failure to 
heal. The termination then is fatal. 


INTESTINAL OBSTRUCTION 

Acute intestinal obstruction is a condition to be 
feared by all, as it is the most fatal of all intestinal 
conditions. Even though the disease is better un- 
derstood today than fifty years ago, no appreciable 
reduction has been made in the mortality, still 
about 40 per cent. With intestinal obstruction, not 
only is the outward passage of the contents of the 
bowel prevented, but there is invariably interfer- 
ence with the blood supply of the bowel and tox- 
emia. Paroxysmal abdominal pain is the cardinal 
symptom. Distention, nausea, vomiting, and ob- 
stipation, with an absence of fever and leukocy- 
tosis, should make one suspicious of acute intes- 
tinal obstruction. An elevated leukocyte count 
and a high polymorphonuclear percentage should 
make one suspicious of gangrene of the bowel. 
Intussusception usually occurs in infancy and 
childhood; it is the second most frequently en- 
countered cause of an acute surgical condition of 
the abdomen in these patients. There is a sud- 
den onset of acute abdominal pain followed by 
shock; this condition subsides and intermittent 
cramping continues. The stool shows a bloody mu- 
cus and in most cases a palpable mass. A rectal 
examination is most important. Hernias produce 
obstruction in early adult life, adhesions in the 
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middle aged, and carcinoma in the more elderly. A 
flat x-ray will aid in the diagnosis and localization 
of the lesion. Preoperative preparation to restore 
the body fluids and chlorides, transfusions, the ad- 
ministration of oxygen, and the use of Wangen- 
steen suction are most important. Spinal anesthe- 
sia is the choice in intestinal obstruction. Early 
operation will reduce the mortality. After opera- 
tion 3,000 to 7000 c.c. of fluids should be adminis- 
tered daily until the patient is convalescing. Re- 
peated transfusions have saved many patients. 


PANCREATITIS 

Acute pancreatitis is usually a disease of middle 
age; it is, however, rare. Severe and persistent pain 
located in the mid-epigastrium or to the right of 
the midline is the outstanding symptom. Nausea 
and vomiting are constant symptoms. The pulse 
rate and temperature are elevated. Jaundice is 
present in about 25 per cent of the cases. Leuco- 
cytosis and the polymorphonuclear count are in- 
variably high, and the diastase contents of both 
blood and urine are increased in the early stage 
of the disease. The abdomen is distended; there is 
tenderness in the epigastrium; and at times a mass 
can be felt. Because of the high mortality rate 
following immediate operation, I have adopted the 
conservative treatment in acute pancreatitis. 
Nothing is given by mouth; fluid balance is main- 
tained by adequate intravenous of glucose solu- 
tion and subcutaneous injections of normal saline 
solution in amounts of 3,000 to 5,000 c.c.; Wan- 
gensteen stomach suction is used with morphine 
to relieve pain, and accompanied by transfu- 
sions. When there is difficulty in arriving at a 
correct diagnosis, then an exploratory operation 
should be performed, provided the patient has had 
proper preoperative treatment. 


DIVERTICULITIS 

Diverticulitis rarely occurs before the fourth or 
fifth, decade of life. Inflammatory lesions oc- 
curring in Meckel’s diverticulum usually simulate 
pain in the region of the umbilicus and the pas- 
sage of blood per rectum are common. Hemor- 
rhage, perforation, and obstryction may occur. 
Diverticula of the left half of the colon frequent- 
ly become inflamed, suppurate, and perforate, 
giving us “left sided appendicitis”. With an acute 
inflammatory mass in the left lower abdomen, one 
should suspect this condition. There will be fe- 
ver, leucocytosis, and a tender mass will be felt 
on palpating the abdomen and upon rectal ex- 
amination. The treatment of diverticulitis is first 
of all a medical problem. Acute perforation calls 
for immediate laparotomy, obstruction for colos- 
tomy. 

MESENTERIC ADENITIS, EMBOLISM, 
AND THROMBOSIS 

Mesenteric adenitis in childhood presents a dif- 
ficult problem. There is usually an active infec- 
tion of the throat. Generalized abdominal pain is 
present with little tendency to localize. There is 
also fever, nausea, and vomiting; diarrhea. may 
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occur. Muscle rigidity and diffuse tenderness 
are present. Mesenteric embolism and thrombo- 
sis may be either arterial or venous. The clin- 
ical picture is one of very sudden acute obstruc- 
tion with internal hemorrhage, accompanied by 
marked shock. This will be accompanied by a 
falling temperature and rising pulse, pallor, ear- 
ly and rapid distention, hematemesis, melena, and 
free fluid in the peritoneum. Immediate laparot- 
omy and resection of the affected gut offers the 
only hope. 


ABDOMINAL GYNECOLOGICAL 
EMERGENCIES 


Ruptured ectopic gestation is usually accompanied 
by a sudden abdominal pain, by faintness, pallor, 
rapid pulse, subnormal temperature, vomiting, and 
frequently shock. A pelvic examination will dis- 
close signs found in early pregnancy, tenderness 
about the adnexia of one side, and perhaps a small 
mass. An irregularity of menstrual period will aid 
in the diagnosis. Unless cessation of bleeding has 
occurred, transfuse and operate immediately, for 
patients frequently die from primary hemorrhage. 
Hemorrhage from ruptured graafian follicle, endo- 
metriosis cyst, and lutein cyst may occur at any 
period during the menstrual life. The symptoms 
are similar to those of ruptured extra-uterine preg- 
nancy, without a missed menstrual period; there 
will be no softening. Unless bleeding ceases, these 
conditions call for surgical intervention. A twisted 
pedical of an ovarian cyst or uterine fibroma fre- 
quently present abdominal emergencies. 

An accurate diagnosis in any of the foregoing 
conditions is frequently impossible, and uncertainty 
of diagnosis is one of the principal indications for 
syrgical treatment. One should make every effort, 
however, to reach a correct diagnosis before op- 
eration. Nevertheless, the life of the patient must 
not be jeopardized by too long a delay in such an 
effort. An exploratory operation is not desired 
either by the surgeon or the patient; yet when one 
is faced with a difficult problem and has held 
consultation, one is certainly justified in an ex- 
ploration in an effort to relieve pain and save a 
life. 


WHEN NOT TO OPERATE 


In abdominal surgical emergencies, unless there 
are very definite indications for a quick operation, 
one should not operate on patients suffering from 
acute respiratory infections, pneumonia, pleurisy, 
acute endocarditis, cardiac decompensation, acute 
nephritis, hypoglycemia and hyperglycemia in di- 
abetes or any of the acute infectious diseases. Con- 
tinuing the list, nor should one operate in cases of 
coma, delirium, shock, acidosis, alkalosis, acute 
insanity, acute, secondary and pernicious anemias, 
blood dyscrasias, or any of the chronic debilitating 
diseases. Cutaneous infections of the abdomen are 
likewise a potential danger, and marked abdominal 
distention will increase the surgical risk. Again, 
abdominal distention, a rapid heart, and a low blood 
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pressure are absolute contraindication for surgery. 
When any of these conditions exist, if possible, 
either the operation should be delayed, and the 
patient treated medically until he becomes a bet- 
ter surgical risk, or the operation should not be 
done at all. 


Professional Bldg. 


NEWS 


General 


“Pay-Your-Doctor Week”, inaugurated two 
years ago by California Bank in Los Angeles on a 
purely local basis will be observed this year from 
October 27 to November 2 in scores of cities 
throughout the country with banks in the various 
communities sponsoring the movement. 

Recognizing the fairly widespread tendency to 
regard doctor bills as obligations that can wait in- 
definitely or at least until all other bills have been 
paid, “Pay-Your-Doctor Week” is proclaimed in or- 
der to call attention to the plight of many doctors 
who to their great inconvenience are on call 24 
hours of every day, but who are often paid at the 
convenience of their patients. 

Because “Pay-Your-Doctor Week” was originat- 
ed by a bank without the assistance of the medical 
profession, no question of ethics is involved and 
the movement has been hailed with favor by mem- 
bers of the medical fraternity everywhere. 

Banks who sponsor “Pay-Your Doctor Week” in 
various cities throughout the country publicize the 
idea widely, using newspaper advertisements, bill 
boards, car cards and the like to call attention to 
the occasion and to the fact that banks have on 
hand funds to lend for the excellent purpose of 
paying doctor bills. 


The Surgeon General of the Navy, Rear Admiral 
Ross T. McIntire (MC), U. S. N., states that the 
Medical Corps of the Navy is being increased in 
strength proportionate with the expanding Navy 
and the Marine Corps. Examinations for appoint- 
ments as commissioned officers in the Medical De- 
partment of the Navy will be held January 6 to 9, 
1941. 

He also announced that appointments are being 
made in the Medical Corps, USNR, of male citi- 
zens, graduates of class “A” medical schools, who 
are under 50 years of age and who meet the physi- 
cal and professional requirements. 

The examination to be held in January will be 
for appointment as assistant surgeon in the Med- 
ical Corps of the Regular Navy, effective approxi- 
mately two months from date of examination, and 
for acting assistant surgeon, interne, effective July 
1, 1941. Requests for authorization to appear for 
these examinations should be submitted to the Bu- 
reau of Medicine and Surgery, Navy Department, 
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in sufficient time to permit the authorization to 
reach the applicant prior to December 30, 1940. 


Applicants for appointments as assistant surgeon 
must be citizens between the ages of 21 and 31, 
graduates of class “A” medical schools and have 
completed one year of intern training in a hospital 
accredited for intern training by the Council on 
Medical Education and Hospitals of the American 
Medical Association. 


Applicants for appointment as acting assistant 
surgeon, intern, are not required to submit evidence 
of previous intern training, and are appointed for 
a period of 18 months, during which time they 
serve as interns in the larger naval hospitals which 
are approved for intern training. After completion 
of one year of service acting assistant surgeons are 
eligible for examination for appointment as assist- 
ant surgeons. Acting assistant surgeons and as- 
sistant surgeons receive the pay and allowances of 
a lieutenant (junior grade). 


El Paso 


A meeting of the El Paso County Medical Society 
was held September 9, 1940 at 8:00 P.M. in the tea 
room of Hotel Cortez. The program was as follows: 

“Renal Tumors” (3 Case Reports)—Dr. A. W. 
Multhauf, 

“Metal Bone Plates in the Treatment of Frac- 
tures’”—Dr. D. M. Cameron. 


A regular meeting of the El Paso County Medical 
Society was held September 23, 1940 at 8:00 P.M. 
in the tea room of Hotel Cortez. The program was 
as follows: 

“Gangrenous Perforated Appendix”—Dr. B. F. 
Stevens. 

“New Technique Demonstration Peptic Ulcer”’— 
Dr. W. W. Waite. 


The regular meeting of the City-County Hospital 
Staff was held Wednesday, September 18, 1940, at 
6:30 p.m., at City-County Hospital. The program 
consisted of a case for diagnosis, presented by Dr. 
Parker. Discussion by Drs. E. K. Armistead, J. J. 
Gorman and Norman Giere. 

A Staff meeting of the Hotel Dieu Sisters’ Hos- 
pital was held Tuesday, October 1, 1940, at 12:10 
o’clock in the auditorium of the Nurses’ Home. 
Luncheon was served. The program was as fol- 
lows: 

“Acute Osteomyelitis and Staphlococcic Septi- 
cemia Treated with Sufathiazole’—Dr. J. L. Mur- 
phy. 

Discussion by Dr. L. Breck and Dr. E. A. Duncan. 

“Acute Cholecystitis. Cholangeitis’—Dr. L. Vil- 
lareal. 

Discussion by Dr. R. Holt. 


The monthly Staff meeting and dinner of the 
Southwestern General Hospital was held Thursday, 
September 26, 1940, at 6:30 p.m. in the hospital 
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auditorium. Election of officers was held. The sci- 
entific program was as follows: 

“Ectopic Pregnancy’—Dr. E. K. Armistead. 
Discussion by Dr. W. J. Pangman and Dr. W. W. 


Waite. 
COLOR VISION 


New color blindness tests have been compiled by 
U. S. military authorities, thereby making this 
country independent of Germany and Japan, prin- 
cipal sources of previous color perception tests. 

The new tests, approved for use in the armed 
forces of the United States by the Surgeon-General, 
will replace as a national standard in this country 
the Ishihara test, printed in Japan, and the Still- 
ing system, of Germany, both of which are prac- 
tically impossible to obtain due to the war. 

The new compilation, which will be distributed 
by the American Optical Co., incorporates, the best 
of the Ishihara and Stilling tests and adds fea- 
tures leading to the detection of those persons who 
do not wish to pass a color blindness test and also 
those attempting to hide their color blindness. 

The new color blindness test is composed of 46 
diagrams or charts which are in patterns (fig- 
ures, letters, etc.) made up of variously shaded 
dots of the primary colors set on a differently col- 
ored background of similar dots in confusion col- 
ors. While the figures are easily seen by a normal 
person, the color-blind individual, unable to dif- 
ferentiate colors, cannot distinguish the figures 
from the background. In mild forms of color blind- 
ness, hesitancy in naming the figures reveals the 
weakness. 

The 46 plates provide for the detection of each 
type of color blindness, the particular type and de- 
gree being determined by noting the plates missed 
or read with hesitation. As the mere naming of 
the figures or letters suffices, color ignorance does 
not interfere with the test, while for testing a com- 
pletely illiterate or speechless person all he has to 
do is trace the outline of the designs seen. 


MISCELLANY 


DEATH FROM SULFANILAMIDE: A CALI- 
FORNIA COURT DECISION 

Physicians and a clinic were absolved from lia- 
bility for a death due to sulfanilamide, and a prece- 
dent was established by a medical legal opinion 
given on January 10, 1940, by Superior Court Judge 
Clement L. Shinn in Los Angeles, 

A white male patient, suffering from an acute 
specific infection, was treated with sulfanilamide 
at a venereal disease clinic for a period of five 
weeks. Subsequently he developed complications 
from the use of the drug and died. A malpractice 
suit was instituted against the physicians and the 
clinic, and following is the opinion of the Court: 

This young man was being given a dangerous 
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TRYPARSAMIDE MERCK 


in Neurosyphilis 


TIMELY DIAGNOSIS 


Tryparsamide Merck has at- 
tained a prominent statusin the 


therapy of neurosyphilis. In addi- 
tion to its valuable therapeutic 
properties, it offers the obvious 
advantages, that it is easy to ad- 
minister, is inexpensive, does not 
require hospitalization when used 
alone, is available to patients 
through the services of their own 
physicians, and does not inter- 
fere with the patient’s daily 
routine of life. 


%& (The Modern Treatment of Syphilis, by Joseph Earle 
Moore, M. D. Charles C. Thomas, Springfield, IIl., 
and Baltimore, Md., 1933.— By courtesy of author 
and publisher.) 
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drug. He was not being treated for a consideration; 
he was being treated for his own good by an ex- 
perienced doctor—a man who appears to me to be 
a competent and conscientious man. There are, of 
course, recognized and unavoidable dangers in 
certain types of treatment, and physicians as a 
rule do their utmost to minimize these dangers. 
The medical profession has to progress, not for its 
own good, but for the good of humanity, and 
types of treatment which are efficacious cannot 
be abandoned because they are not utterly safe. 
Accidents will happen. Here was a young man 
who fell in that indeterminable class who cannot 
tolerate or handle this drug in considerable quan- 
tities. It does not appear that there was any way 
for the medical profession to tell who could or 
could not handle the drug except by using it and 
watching the results; and when they tried it out 
on this patient they were not doing wrong by him. 
If they had been successful, it would have changed 
his entire life. He certainly was leading a miser- 
able existence the way it was. He had had other 
treatment. It may be that this remedy was the 
only one that would have reached his case. We 
don’t know about that. He did what appeared 
to be the right thing in going to the clinic and 
submitting to the treatment. The drug was not 
given in excessive quantities. The young man 
was given printed instructions, advising him to 
watch for certain enumerated manifestations of 
ill effects. These instructions had been careful- 
ly prepared by competent authorities, and listed 
the unfavorable reactions that were known at 
that time. He was instructed to report to the 
doctor immediately upon the discovery of any of 
these symptoms, and he was an intelligent young 
man. Once a week he was examined, and tests 
which were generally used by the profession at 
that time were made. No evidence of unfavor- 
able reaction occurred until the end of the fifth 


week, at which time the treatment was stopped. . 


It appears from the evidence that the treatment 
was administered scientifically and carefully, and 
that the results which followed could not have 
been anticipated. The treatment was proper un- 
der all of the circumstances. The unfortunate 
consequence was not the result of negligence. 


Judgment will be for the defendants. 
—Cal. and West. Med. 


MEDICAL PREPAREDNESS 

Only those who served as medical officers dur- 
ing the World War can appreciate the value of 
active service in the Army or Navy, not only to 
their country, but also to the doctors themselves. 
It is only the abnormal Army or Navy physician 
that will be a misfit in private practice, or who 
fails to profit by his Army experience. 

The experience of active service in the Army and 
Navy has a training value that exceeds that gained 
as a hospital interne, for it embraces all branches 
of medical relationships and practice, especially 


SOUTHWESTERN MEDICINE 


October, 1940 


medical administration. The medical officer deals 
with all classes of men. He is their adviser in pre- 
ventive medicine to a degree unknown in civil life. 
He examines the recruit, and prescribes the exer- 
cises and regimen that fits the weakling for stren- 
uous duty. He supervises the sanitation of the 
camp, the living quarters, and the mess hall. He 
can enforce his advice; and the enlisted men obey 
him because they wish to do so in order to compete 
with their stronger comrades on equal terms. 

When the soldier or sailor returns to civil life, he 
is a strong supporter of public health measures, 
because he appreciates their need, and the disin- 
terested attitude of the public health officers. 

Every effort is made to assign the newly com- 
missioned medical officer to the duty for which 
he is already the best fitted by his experience and 
natural capability; but no matter what line of 
duty falls to his lot, he may be sure that he can 
capitalize his experience when he returns to pri- 
vate practice, or is appointed to a service in a 
civil hospital or public health position. 

Medical service in any branch of the Army or 
Navy will make the doctor a better practitioner 
of medicine, and a better citizen in every way. 
The exceptions, which are comparatively few, 
only prove this general truth. 

—Jour. Med. Soc. N. J. 


POLIOMYELITIS IN FECES 

The virus of infantile paralysis haS been de- 
tected in human feces, both in cases of polio- 
myelitis and in healthy persons. The demonstra- 
tion is of course complicated by the fact that feces 
contain a very large number of micro-organisms of 
many varieties, which may cause confusing symp- 
toms. Attempts to destroy the contaminating bac- 
teria also are apt to injure the virus. To test for 
polio, an animal, usually a monkey, must be in- 
oculated with the suspected material, and the 
monkey can be made ill very quickly by the injec- 
tion of the countless non-paralyzing organisms al- 
ways present in fecal matter. 

Howe and Bodian have simplified the technic of 
examining feces for polio by omitting all attempts 
to remove contaminating organisms and inoculat- 
ing a lightly washed suspension of feces in distilled 
water intranasally into the monkey. By the in- 
tranasal route, the monkey is apparently more sus- 
ceptible to poliomyelitis than to the numerous 
streptococci or other infectious organisms to which 
he is exposed. Contaminating bacteria caused few 
symptoms, but paralysis developed following 170 
per cent of inoculations from known cases of hu- 
man poliomyelitis. This route of inoculation should 
somewhat further simplify the search for poliomye- 
litis in feces of normal persons, and thus the de- 
tection of carriers. 

The fact that poliomyelitis may be apparently 
readily contracted by the intranasal route from 
feces further emphasizes the possibility that the 
disease is filth-borne and transmissible, like ty- 
phoid, by the housefly —So. Med. Jo. 
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CIGARETTE DIFFERENCES 


as shown by the rabbit-eye test 


Into this eye was instilled the 
smoke solution from Philip ~ 
Morris Cigarettes— 


Into this eye was instilled the 
smoke solution from ordinary 
cigarettes— 


OBSERVATION: Smoke solution from ordinary cigarettes pro- 
duced 3 times the edema produced by Philip Morris cigarettes.* 


CLINICAL TE STS: When smokers with irritation of the nose 
and throat due to smoking changed to Philip Morris, every case of 
irritation cleared completely or definitely improved.** 


**Laryngoscope, 1935, XLV, No. 2, 149-154. 


From Tests Published in *Proc. Soc. Exp. Biol. and Med., 1934, 32, 241-245. 
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RHEUMATOID ARTHRITIS 

The clinical criteria for the diagnosis of rheuma- 
toid arthritis would be: 

(1) Some of the joints must be swollen, pre- 
ferably one or more of the knuckles or the proxi- 
mal interphalangeal joints of the fingers. 

(2) The disease is practically always polyartic- 
ular and tends to remain in the joints already in- 
volved as it spreads to new joints. 

(3) There is a strong tendency to symmetrical 
distribution. The fusiform finger is the most char- 
acteristic feature. 

(4) There are usually slight fever, anemia, loss 
of weight and strength, excessive perspiration and 
rapid wasting of the muscles. 

(5) The sedimentation rate of the red cells is 
practically always increased. 

(6) The x-ray appearance of the bones and 
joints is highly characteristic. Early osteoporosis 
of the bones adjacent to the affected joints, then 
narrowing of the interarticular space and blurring 
of the whole joint picture. Small punched-out 
areas sometimes about the head of the bone ad- 
jacent to the affected joint. 

(1) The agglutination test with the patient’s 
serum against the streptococcus hemolyticus is pos- 
itive in 65 to 75% of cases. 

(8) In cases of years duration, characteristic 
ankylosis and deformity of the affected joints ren- 
ders the diagnosis simple-—Minn. Med. 
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BOOK NOTES 


YOUR ALLERGY AND WHAT TO DO ABOUT IT, by Milton 
B. Cohen and June B. Cohen; J. B. Lippincott Company; Phil- 
adelphia, London and New York; 1940. 


This medium-size book of 177 pages is written 
to give the sufferers from allergic maladies suffi- 
cient understanding of their troubles to seek prop- 
er medical attention and to give the desirable and 
necessary cooperation. 

Due to the relative newness of our scientific 
knowledge of allergic disorders, physicians gener- 
ally have not yet learned fully to appreciate the 
great importance and commonness of them. As a 
matter of fact, a considerable number of physi- 
cians tend to belittle the claims made about the 
allergic maladies and the necessity for their prop- 
er treatment. It is only natural that the patients, 
who may or may not suffer from allergic diseases, 
reflect the conceptions of their physicians on these 
subjects. This explains the need for such a book 
as this. 

The authors have kept in mind that they are 
writing for laymen, and yet they have not written 
down to their readers. In the main the reader will 
have little or no difficulty in understanding the 
subject matter. A glossary of words which may be 
new to the reader is contained in the last seven 
or eight pages. 


SILVER PICRATE 
Wyeih 


is indicated in the treatment of * T, 


Silver Picrate is a definite crystalline 
compound of silver and picric acid. 
Available in the form of crystals and 
soluble trituration for the preparation 
of solutions; suppositories; water-sol- 
uble jelly; and powder for insufflation. 


Complete information mailed on request 
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That there are statements in the book with 
which those trained in allergy may disagree is be- 
side the point and in no wise detracts from the 
value of the book. Physicians may safely recom- 
mend this book to their patients. 

The publishers display in this volume a high 
quality of the art of book-making.—O. H. B. 


AN INTRODUCTION TO BIOCHEMISTRY; by William Rob- 
ert Fearon, M. A., Sc. D., M. B., F. I. C., Fellow of Trinity 
College, Dublin, Member of the Royal Irish Academy. Pp. 
475 with index. Fabrikoid. Second Edition. St. Louis, The C. 
V. Mosby Co., 1940. 


This is a highly interesting exposition of some 
of the more practical aspects of the basic science 
of biochemistry. An abundance of diagrams and 
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equations aid greatly in understanding the text 
matter. Especially useful is the consideration in 
the opening chapters of the elements, their occur- 
rence and their compounds useful to man. Little 
known uses are given for each element. For in- 
stance, manganese is described as being a factor 
in plant growth, an enzyne activator, a factor for 
bone development, a factor in growth and repro- 
duction, a co-actant with vitamine B: in carbohy- 
drate metabolism and a co-actant in the synthesis 
of vitamine C. As is seen, inorganic or pure chem- 
istry is interwoven with biochemistry in the con- 
sideration of all topics throughout the book. This 
is one of the reasons the book is so interesting. 
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As supplementary reading Professor Fearon’s text 
book is heartily commended to the student of 
chemistry. 


FOOD, NUTRITION AND HEALTH: by E. V. McCollum, Ph. 
D., Sc. D. and J. Ernestine Becker, M. A., Professor, and As- 
sociate. of Biochemistry, School of Hygiene and Public Health, 
Johns Hopkins University, Baltimore, Maryland. Pp. 127 with 
index. Fifth Edition, Cloth. $1.50. Published by authors, East 
End Post Station, Baltimore, Maryland. 1940. 


So many boobs in and out of the medical profes- 
sion have managed to surround the question of 
diet with so much rubbish that this book comes 
as a refreshing exhibition of common sense. Cer- 
tainly food is important to any living thing, but 
it is well to remember that we should eat to live 
and not live to eat. Researches in nutrition have 
proceeded apace since the latter day development 
of biochemistry. In this small book the authors 
have done a good job in summarizing much of the 
more important research up to date. Physicians 
and patients alike can benefit hugely by the read- 
ing of this book. 


ANY PHYSICIAN MAY EXHIBIT “WHEN BOBBY 
GOES TO SCHOOL” TO THE PUBLIC 

Under the rules laid down by the American Acad- 
emy of Pediatrics, their new educational-to-the- 
public film, “When Bobby Goes to School,” may be 
exhibited to the public by any licensed physician 
in the United States. 

All that is required is that he obtain the en- 
dorsement by any officer of his county medical so- 
ciety. Endorsement blanks for this purpose may be 
obtained on application to the distributor, Mead 
Johnson & Company, Evansville, Ind. 

Such endorsement, however, is not required for 
showings by licensed physicians to medical groups 
for the purpose of familiarizing them with the 
message of the film. 

“When Bobby Goes to School” is a 16-mm. sound 
film, free from advertising, dealing with the health 
appraisal of the school child, and may be borrowed 
without charge or obligation on application to the 
distributor, Mead John & Company, Evansville, Ind. 


Physician’s house and office for sale. Best loca- 
tion in Phoenix, 925 E. McDowell. Ten rooms: would 
accommodate a group of three or four doctors. 
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